Report to
House of Representatives Appropriations Subcommiteeon Health and Human Services,
Senate Appropriations Committee on Health and HumarServices,
Fiscal Research Division, and

Joint Legislative Oversight Committee on Mental Hetih, Developmental Disabilities, and
Substance Abuse Services

APPENDICES
TO
ANALYSIS OF SERVICE GAPS IN THE
MENTAL HEALTH, DEVELOPMENTAL DISABILITIES AND SUBST ANCE ABUSE
SERVICE SYSTEM

SESSION LAW 2008-107, HOUSE BILL 2436

DRAFT — February 8, 2010 — DRAFT

NC Division of Mental Health, Developmental Disabities and Substance Abuse Services



Table of Contents

Appendix A: Local Needs Identified DY LMES ........cuuuiiiiiiiiiii e 2
Alamance-Caswell-Rockingham LME ... 2
AlDEMANTE LIME ... ettt e e e e e e s s e e 3
BEACON CNEET ... et ettt oo e ettt e e e e ettt ta e e e e e e e e eesban e eaeensnnn e aaeannes 4
CenterPoiNt HUMAN SEIVICES ......cciiiiiiii ittt e e e 5
Crossroads Behavioral Health............ooo e 6
Cumberland Mental Health Center .......... ..o e 9
DUINAIM CBNEET ...t e e e e ettt et e ettt b seeee s e e e e e e e e e e e aeeeeeeeennene 11
Eastern Carolina Behavioral Health (ECBH) ... .o evvrveiiiiiiiiieieeeeeeecceeeeeiiieeeaeeeeaee 13
EASIPOINTE LIME ...ttt e e e e e e e e e e e e e ettt e e e e eae e e e e sebanbnan e e e e e eeas 14
Five County Mental Health AUtNOIILY ........cooceeeeeiiie e 16
Guilford Center for Behavioral Health and DisalgilBervices ...........ccccvviiiiiiiiiiiiinieneees 18
Johnston County Local Management ENtity.............cooviviiiiiiiiiiiiiii e eeeee e 20
Mecklenburg Area MH/DD/SA AULNOTILY .....cooooiieieei e 21
Mental Health Partners [formerly Burke - Catawbal..............cccceeeeieiiiiiiiiiiiis 23
Onslow Carteret Behavioral Healthcare ServiCes...ccc...uuuiiiiiiiiiiiiiiiiiiiiiieiveeeiiees 25
Orange-Person-Chatham MH/DD/SA AULNONILY.....cccueeiiiiieiiiiiicieieee e eeeeveeeeee 27
Pathways MH/DD/SA SEIVICES .....coiiiiie ettt e e e e e e e e e e e aee e e e eeeeeeeeees 30
Piedmont Behavioral HEealth .............oou e 31
Sandhills Center for MH/DD/SA SEIVICES ..o 34
Y 00] 4 YA\ (o 18 g = 1T I = o | (= PP 36
Southeastern Regional MH/DD/SA SEIVICES .....cuueeeeiiiiuiiumiiiiaaaieaaeeeeeaeeeeeeeeessieeenneeeenes 39
Southeastern Center for MH/DD/SA SEIVICES .......cooccuiiiviiiiiiiiiiiieiiiee e 41
Wake County HUMAN SEIVICES ......uuiiiiiieiie ettt e e e e e e e e e eeeeeeeeeeennnees 44
Western Highlands NEIWOIK............ueiiiiieee e e e e e e e e e e e e e e e ee e e e e eeeeeaeeennnes 48

Appendix B: Stakeholder GIrOUPS .............i o eeeeeiiiiiiiiiaaas e e e e e e e e e e e eeeeieeeeeeeeeeeeeennn s 50
Coalition for Persons Disabled by Mental llINess.............coovvvvviiiiiiiiiiiee e, 50
Developmental DisabilitieS CONSOIMIUM ...... .o 53
Substance ADUSE FEABIAtION .........coiii i 53
State Collaborative for Children and Famili@S.cccae....uuoiiiiiiiiiiiii 54

Appendices

-1-



Appendices
Appendix A: Local Needs Identified by LMEs

The following descriptions of local needs and pties are summarized from each LME’s
annual needs assessment that was submitted tawiseoD of Mental Health, Developmental
Disabilities and Substance Abuse Services in A9 as a requirement of tB&Y 2009
DHHS-LME Performance Contract.

Alamance-Caswell-Rockingham LME

LME Description: The Alamance-Caswell-Rockingham LME catchmena ése mix of urban
and rural areas comprised of Alamance, Caswell Roukingham counties located between the
Triad and Triangle regions of north central Nortdr&ina. Of the 173,000 residents living in
this area, 16% are enrolled in Medicaid.

LME Needs Assessment MethodAlamance-Caswel-Rockingham LME conducted a s@fies
satisfaction surveys with consumer and family mems\ggroviders and stakeholders to elicit
their feedback regarding local MH/DD/SAS servidesaddition the LME used internal
screening, triage, and referral data, NC TOPPSwuoasoutcomes data, as well as census
information in the development of this report.

NOTE: As of July 1, 2009 Rockingham County moved frofarAance Caswell
LME and merged with CenterPoint LME. The data pnése in this report is for
SFY 2008 and SFY 2009, during which time Rockinglveas still a part of
Alamance Caswell LME.

LME Identified Areas of Need: The following areas were identified as areas efdnea the
local service network or areas for improvement:

* Increase compliance with state standard for nurabeonsumers determined in need of
routine services who receive an appointment willdircalendar days

* Implement strategies to assist in improving schedufforts, ensuring appointments are
available that meet the needs of consumers andiéami

* Implement strategies to engage consumers in seavid@ecrease the number of no
shows

* Increase Community Education and Awareness abeuw\thilability and access to
services continues to be identified as a significeeed for the AC LME

* Increase utilization of natural and community supgp@ essential, including support
groups
» Continue outreach and collaboration with primarsegaroviders

» Identify additional transportation options for cangers in need of routine services will
continue to be explored.

» Ensure the availability of services that are eamtgessible by all residents and to ensure
recruitment efforts target areas with the highegel of need.

» Explore options for transitional services for oldelolescents preparing to enter
adulthood
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* Provide domestic violence and sex offender speti@tment

* Provide services specific to Gay, Lesbian, Bi-Séxarad Transgender consumers
* Increase the number of providers who accept Medicar

* Foster a Culturally Competent Network by the folioge

(0]

Conducting focus groups with members of the Spdcegimo community to
identify areas for improvement.

Providing marketing materials, service record doents, and surveys to be made
available in Spanish.

Actively recruit service providers that target tganish/Latino population.

Actively recruit CFAC and Board Members that repréghe Spanish/Latino
population.

Provide Cultural Competency training available toviders and LME staff on a
regular basis.

Provide tips on improving Cultural Competency foE staff and provider
agencies made available via the LME website, egnaiid newsletters.

Increase collaboration with DJJ and other agerssegng children and
adolescents to implement the following: Gang Pré&warintervention
Programming and outreach services to families aggaembers and potential
gang members

Parenting classes and support groups for paremisspainic/Latino youth
Develop a mentoring program for juvenile offenders

Recruit providers to offer Day Treatment/Day RepgyriCenter for youth
offender; Develop a Runaway/Crisis Shelter for Youihe county does not have
a safe haven or 24 hour facility to meet this need

Albemarle LME

LME Description: Albemarle LME provides services in the eastem giNorth Carolina to a
10 county catchment area, including the countigSashden, Chowan, Currituck, Dare, Hyde,
Martin, Pasquotank, Perquimans, Tyrell and WasbimgOf the 182,500 residents living in this
area, 17% are enrolled in Medicaid.

LME Needs Assessment MethodThe LME used a variety of methods to gather infation for
the needs assessment for FY 2009-2010. Indivicueiviews were conducted with county
officials (county managers and commissioners) sagencies, CFAC, Division of
MH/DD/SAS, providers, and families/consumers. TRO@2 Generic Provider Survey was also
used to assess the provider needs within Albensamgjion.

NOTE: The excerpt presented below is from the 2009 Bléetessment conducted by
Albemarle LME and submitted to the Division in A@D09. In July 2009 the
management of the LME was taken over by East Gardehavioral Health (ECBH).
ECBH has since contracted with the Behavioral Hielksource Program from the
School of Social Work, UNC-Chapel Hill to conductiadependent Community
Planning Needs Assessment for the remainder of ZF09-10 and SFY 2010-11. The
Community Plan will be completed by January 2010.
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LME Identified Areas of Need: Through the 2009 needs assessment process tbwifal gaps
or needs were identified by the LME. The gaps bietdbelow are not listed in any priority order.

Developmental Disabilities Mental Health/Behavioral Substance Abuse
(adult/child): Health (adult/child): (adult/child):
1. Respite 1. Culturally Diverse Service | 1. Substance Abuse Intensive
2. Transportation Providers (who Outpatient Services
3. Cirisis Services specifically treat: Spanish (SAIOP)
4. Residential population, the elderly 2. Residential Treatment — SA
Services/Support/Independe with Medicare, and specific
nt Living veterans) 3. Detox Services & Inpatient
5. Developmental Therapy 2. Therapy/Counseling Treatment
(funding) (Individual, group, and 4. ADETS & DWI Services
6. Supported Employment jail consultation) 5. Partial Hospitalization
7. Training 3. Mobile Crisis Services 6. Housing
8. Day Activity/Supports 4. Facility Based Crisis 7. Transportation
9. Personal Assistance Services 8. Peer Support
10. Peer Supports 5. Partial Hospitalization 9. Wellness Recovery and
11. Culturally Diverse Services 6. Assertive Community Management Groups
(specifically: Spanish Treatment Team (ACTT) (adolescent)
speaking and interpreters for | 7. Community Based 10. 12-Step Programs
the deaf/hard of heating) Inpatient Treatment 11. Transitional/Halfway
8. Psychosocial Houses
Rehabilitation 12. Supported Employment
9. Supported Employment | 13. Culturally Diverse Services
10. Affordable Housing (who specifically treat:
12. Residential Services for Spanish population and
Adults veterans)
13. Peer Supports 14. Outpatient/Counseling
14. Medication Management Services
15. Multisystemic Therapy 15. Crisis Services
(MST)
16. Day Treatment
17. Transportation

Beacon Center

LME Description: The Beacon Center serves the eastern North Garotiunties of

Edgecombe, Nash, Greene, and Wilson. Only Wilsoun®@/ is considered urban. Of the
248,000 residents living in this area, 22% are igdon Medicaid. Compared to the state of
North Carolina and the United States, residentb@ge counties are more likely to be female,
person of color, uninsured, unemployed, poor, ud8eyears of age or 65 years of age and have
less formal education. The service area countesarghly 49% people of color. Latino
residents are thought to be under-counted by cedakass and migrant farm workers not counted
at all.
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LME Needs Assessment MethodThe LME conducted its needs assessment throughiewr

of a variety of means, including community forunmsl docus groups. Reports generated by both
The Beacon Center and the Division of Mental HéBigtwvelopmental Disabilities/Substance
Abuse Services were reviewed and LME Board minisiagement Team meeting minutes,
CFAC minutes, Community Systems Progress Reparid, NC DETECT data were used to
identify system gaps and needs.

LME ldentified Areas of Need: The organization is committed to the followingdiscreas in
the coming five years.

» Identify and develop strategies to address gafiseifocal continuum of care
* Reduce the current reliance on State Institutiseatices

» Successfully implement a community education pnogtiaat heightens awareness on
how to access services and lessening the stigmaias=] with seeking mental
health/developmental disabilities and substanceeabarvices

* Maintain financial viability of the agency
* Provide rapid telephonic and face to face resptmséizens in crisis
» Stabilization of a fragile provider network

The need for the following services and supportsevedso identified during the 2009 needs
assessment.

* Facility based crisis services

» Outpatient substance abuse services

+ SAIOP

* Increased Assertive Community Treatment Team cipaci
» Partial hospitalization programs

» Dialectical Behavior Therapy in outpatient settings

» 24 hour drop off center for involuntary commitments

* Education, employment and housing for Consumers

» Education for family members about mental healévetbpmental disabilities and
substance abuse issues

» Spanish speaking providers
* Increased education for consumers and familiestabedication usage

* Out of home placement for children that focus arele Il and IV and are located
outside of the catchment area.

» Insufficient information to assist consumers arglrtBupports to choose between
providers

CenterPoint Human Services

LME Description: CenterPoint Human Services (CPHS) was establisbedlocal
management entity in 2004, responsible for devalppnanaging, and coordinating services to
support local residents in one predominantly urb@mty, Forsyth, and two rural counties to the
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north and south, Stokes and Davie. Rockinghamra county, joined CenterPoint on July 1,
2009. Of the 530,000 residents living in this af&®6 are enrolled in Medicaid.

LME Needs Assessment MethodThe LME conducted its 2009 needs assessment ttiroug
surveys and review of multiple reports generate@€bgterPoint, by local stakeholders, and by
the Division of Mental Health, Developmental Diddlas and Substance Abuse Service.

LME ldentified Areas of Need: Needs and gaps identified through the needs assasare
listed below:

* Transportation

* Improved access to services, particularly for roitare, children, and Community
Alternative Program (CAP)

* Funding to increase service capacity for all s&wviand new/additional providers for
some service types (Partial Hospital, Multisystefherapy, crisis services including
24/7 psychiatric assessment)

* Housing

A Needs Assessment of Rockingham County was coadutttring the first quarter of SFY
2009-10, resulting in identification of the followg major areas of need:

» Community-wide education about service optionsjlabdity, and access

* Opportunities for dialogue, problem-solving, andlatmoration between community
stakeholders and CenterPoint

* Expand service array and capacity, including Asge@ommunity Treatment Team
(ACTT), Psychosocial Rehabilitation Program (PS#) child/adolescent mental health
and/or substance abuse services

* Medication management and pharmaceutical support

* Improved collaboration with hospitals and law en@nent, including local Crisis
Intervention Team (CIT) training and reduction e tuse of involuntary commitments

» Transportation
* Housing

Crossroads Behavioral Health

LME Description: Crossroads Behavioral Healthcare LME serves #sevn North Carolina
counties of Iredell, Surry and Yadkin. The areaesgt from the northern county line of Surry
County on the Virginia state line to the southesortty line in Iredell on the shores of Lake
Norman, the largest manmade lake by surface ardeeination. Only Iredell is considered
urban. Of the 271,000 residents living in this afé®6 are enrolled in Medicaid.

The citizens in the Crossroads area are predonhynakegte (89%), between the ages of 25 and
64 with about an equal number of males and femBleth Surry and Yadkin counties have
significantly more senior citizens (age 65+) theedell County and the state as a whole. The
population growth in the Crossroads area has sedell County exceeding the state’s rate of
growth, while Surry and Yadkin counties have gralower than the state’s rate of growth.
However the rate of growth in the numbers of Hisgam Surry and Yadkin counties exceeds
the state rate of growth and the increase in If€ti@linty is below the state’s rate of growth.
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LME Needs Assessment MethodCrossroads surveyed, sought input and feedbank fro
various consumer, provider and community sourags) as the Consumer and Family Advisory
Committee, Communities Caring for Families, Juvedtime Prevention Councils, Child
Protection Teams, Department of Social ServicepaBment of Juvenile Justice and

Delinquency Prevention, local school systems, ahdrdhuman service organizations to glean

their input on our citizens’ behavioral health reethe needs assessment compiles these various

responses, perspectives and viewpoints to gaugecoumunities’ behavioral health needs. In

addition an extensive review was conducted of m#eand state data sources such as IPRS [state

and federal funding claims] and Medicaid claims,-INGPPS reports, Community Systems
Progress Reports, census data, State Bureau dtigaton crime statistics, State Center for
Health Statistics, and Emergency Department dataddlition surveys and community
stakeholder feedback was used to gain an undemtpofithe issues consumers face.

LME Identified Areas of Need:

Need Description _Age_ / Actions to Address Identified Needs
Disability
Expanded Single greatest| AMH Working with the NC-DOT and Northwest
Transportation | barrier to ASA Piedmont Rural Planning Organization to
treatment ADD conduct a planning meeting so that application
reported by CMH can be made for additional funds for Surry and
consumers CSA Yadkin counties.
CDD
Reduce State | No IVC beds | AMH Enhanced State Hospital follow-up; developged
Hospital currently ASA Transition Service; implemented 3-way
Involuntary available in ADD contracts with local LMEs for 17 IVC beds;
Commitment | catchment area working with local hospital to develop IVC
admissions capacity; expand Crisis Recovery Center
capacity and services; enhance Mobile Crisis
services; established Urgent Psychiatric Care
Walk-in; Centers; NC Start respite beds.
Additional Very limited CMH Hired one new recent graduate from WFU,
Child access in CSA support for one Child Psychiatric Fellow from
Psychiatry catchment area) CDD WFU.
Expanded Very limited CMH Co-located clinicians in pediatric practices and
Services for services CSA one school; expanded System of Care
Children provided CDD activities, Child and Family Teams, and
(CSPR) Family Partners; reduction of child residential
placements; Child Services Plan; Cornerstone
grant; Reclaiming Futures grant.
Improve Very limited ASA Adult SA Plan, Child Services Plan;
Substance services CSA development of Transition Service; Surry SIG
Abuse Services provided grant; Iredell SA Academy.
(CSPR)
Develop and | Implementing a) AMH Development of Recovery Education Centels
Enhance recovery in Iredell, Surry and Yadkin clinics, WRAP
Recovery — perspective is a Training for consumers and providers; WRM
Appendices
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Need Description .Age”/ Actions to Address Identified Needs
Disability
Oriented Division Training for providers. Awarded grant to
Services Guiding support WRM training and implementation.
Principle for
2007-2010
Workforce Providers have | AMH 5 EBP Trainings (with CEUS) to 91 provider
Development | identified the | ASA staff; development of a proposed graduate
need for more | ADD course curriculum in addiction studies.
evidence-based CMH
practices CSA
CDD
Improved Improving AMH Transitioned Supported Housing Program tg
Housing housing ASA LME, applied for 8 additional units (not
alternatives is g ADD received); added 3 transitional SA housing
Division Goal | CMH units; worked with local housing coalitions tq
for 2007-2010 | CSA expand access; added transitional house fo
CDD MH/SA adult males.
Improve To better serve| AMH Reduced wait-lists; reduced authorization tufrn-
Internal LME | consumers and| ASA around time; improved authorization
Functioning utilize available| ADD reliability; incorporated CFAC into Quality
resources CMH Improvement activities; improved
CSA communication with providers and consumers.
CDD
Improve Crisis | Strengthen AMH Established Urgent Psychiatric Care Walk-in;
Services coordination ASA Centers; contracted with comprehensive
and continuity | ADD provider to operate Mobile Crisis, Crisis
of crisis CMH Recovery Center, Urgent Care Walk-in
services CSA Centers and Recovery Education Centers tg
establish a smooth continuum; contracted with
2 child services providers for rapid response
beds.
Coordination | Strengthen AMH Integrated behavioral health professionals at
with community ASA two pediatric practices and at an alternative
Community involvement ADD school; collaborating with CCNC networks;
Partners and maximize | CMH sponsoring Crisis Intervention Team training
supports CSA for area law enforcement; staff System of Care
community collaboratives.
Specialized Need to AMH Continued efforts to coordinate with providers,
needs and develop and or| ASA and community resources to address these
services strengthen ADD needs and to maximize existing resources in
education / em-| CMH each community to meet these needs.
ployment; bi- | CSA
lingual; CDD
veteran; and
prescription
Appendices
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Age /

. " Actions to Address ldentified Needs
Disability

Need Description

assistance
programs and
services

Drop-In Center| Consumers | AMH Budgetary constraints preclude development of
identified the | ASA drop-in centers at this time.
need for drop-
in centers in
each
community

AMH = Adult Mental Health; CMH = Child Mental Healt ASA = Adult Substance Abuse;
CSA = Child/Adolescent Substance Abuse; ADD = Adidvelopmental Disabilities, CDD =
Child Developmental Disabilities; CSPR= Communitys®ms Progress Report

Cumberland Mental Health Center

LME Description: Cumberland County Local Management Entity (LM&Risingle-county in
eastern North Carolina. This urban county has 3#Dr8sidents, of whom 17% are enrolled in
Medicaid. The County military population is impresswith 46,909 active duty soldiers, 18,239
dependents and 46,457 retirees that representtadntioisd of our population. These figures do
not include “citizen soldiers” (National Guard aRdserves). These numbers will increase over
the next few years due to the Base RealignmenCéoglire or “BRAC” that will result in
reassignment of substantial military assets to Boagg along with approximately 41,000
service personnel and family members. The militay contributed to the diversity in the
community, with the county reflecting over 80 difat cultures (2004 Metro Visions Study by
the Chamber of Commerce). Cumberland County ha&9%3& North Carolina’s population with
22.8% of that population being comprised of youdglts between the ages of 18 - 34. This is
substantially more than would be expected of a goour size. Our population shows that
17.2% of Cumberland County families live in poveatyd 23% of children under the age of 18
that reside in Cumberland County, live in poverty.

LME Needs Assessment Methodin collecting data for the needs assessment, Mg L
participated in various meetings of multiple group€umberland County that work
collaboratively in collecting data on the demograplof our citizens as well as gaps, needs,
resources, funding, effectiveness and sustaingbiliinitiatives. These include Partnership for
Children, Juvenile Crime Prevention Council, Fagnatte/ Cumberland County Business
Council, United Way, Continuum of Care and Coallitto End Homelessness. The LME also
participates with other human services agenci¢leaslook at consumer populations to identify
similar gaps and needs in the service deliveryesysand ways to work more collaboratively
between the agencies to share resources when lgossibddition the LME has also utilized
data generated through two public forums hostethéyCumberland CFAC; focus groups
conducted by the Community Collaborative; and anBarveys responded to by 55 providers
and 35 consumers.
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LME Identified Areas of Need:

Community- Community
Providers Stakeholders Forums
General Youth services Substance abuse for| Improve overall
Services Psychiatrists youth qualify of provider
Needed Crisis services Co-occurring services
Language services Services Provider

Access to Interpreter
for language barriers

straining/Customer
service

Child Psychiatrist Transportation
Emergency services/ Reduce wait times fof
ER wait times too services
long Consumer education
Developmental Day Activities School-based Quality day programs
Disabilities Parental Training Services Improve crisis
Respite Transportation services
CAP Services Expand education on
available services &
supports
More CAP services
Peer Support services
Employment training
Mental Health Mobile Crisis Medication
Psychiatric/Medication| State funded Support to achieve
More Psychiatrists Substance Abuse Independence
Community-based services Affordable housing
Inpatient Psychiatric | Psychiatric Care Employment

Clubhouse/ Drop-in
Center

Licensed Therapists
Partial hospitalization

opportunities

Substance Abuse

Medically Monitored

Community Residential Residential

Treatment
More Detox/ Inpatient
Residential Treatment
for women

Comprehensive SAIOHR

D

Detox

Treatment
Day Treatment

Limited services for
very young children a
risk of substance
abuse

More qualified service
providers

The Community Collaborative for Cumberland LME suaniped the needs as shown below.

» Lack of access to day treatment services for yaire is only one program and there
are limited abilities to access this program

* Need more community based programs.
» Transition from one service or level of care totheois problematic.
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* Family members often have limited involvement gatment team and child and family
planning meetings.

» Children are being moved around from placementdogment and as a result are
missing too many days from school to receive credit

» Level IV secure residential placements are notiging the public schools with
information on grades or creditable documentatioedoicational services provided

» There are gaps in services for after- hours cresponse including response on the week-
end

* There is a need for the community to develop lagadtient psychiatric beds for children
and adolescents.

Durham Center

LME Description: The Durham Center LME is a single-county prograraantral North

Carolina. This urban county is part of the Triangletropolitan area. Of the 267,000 residents
living in the county, 14% are enrolled in Medicalithe LME served approximately 11,000
adults and children in FY2008-2009 through a prewigetwork of approximately 250 contract
agencies. There were approximately 10,629 adakuwmers needing mental health services in
Durham in 2008. With budget balancing issues, d@tsswere made for FY2009-2010 to be as
equitable as possible in order to preserve thieariservices for the community. Service
reductions affected all disability areas and ageigs, while maintaining crisis and high-risk
services. These reductions were in line with recematations from The Durham Center Gap and
Needs Assessment, CFAC and Area Board.

Although more consumers are being served, dualtecesl provider capacity there are now
waiting lists for consumers to access treatmenild€m in need of mental health services
represent 11% of Durham’s population. During 20@8e were 147 care reviews facilitated
through The Durham Center’s System of Care, of WwR2 were diverted to other placements
than high level care or hospitalization. Therearer 339 adults and children with
developmental disabilities receiving the MedicaillFCWaiver in Durham County, up from 320
previously. An estimated 19,000 Durham County resisl are in need of substance abuse
treatment. The number of substance abuse assessmaetised substantially over the last
calendar year from 395 to 478, but Durham has &ngdist due to a lack of treatment

providers. Durham has made significant stridegducing State psychiatric hospitalizations,
from approximately 70 per month to 30 per montlel(iding all service categories) over the past
year. The Durham Center continues to be data daveinto use data to make organizational and
programmatic decisions for populations in need.

The LME has come online with the NetSmart Avatatem that greatly enhances the LME’s
ability to manage the provider network, consumet famancial data, including service request
management and authorization, scheduling and tegdgtplanning, contract tracking, and claims
adjudication and payment calculations.

LME Needs Assessment MethodThe Durham Center LME uses many methods to gatiter a
analyze data. Primarily, these consist of suregysoviders, consumers, and other
stakeholders, focus groups, and quantitative dataation in each of the disability areas.
Endorsed and contracted providers participatedsipegific survey asking about challenges and
successes in Durham County.
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Focus GroupsThe Durham Center had staff and members of CFaditate seven focus
groups which were conducted at Triangle Empowerr@emiter, Common Ground, the Provider
Advisory Council, TROSA, the parent group from &irC of Durham, and at a mental health
and developmental disabilities workgroup at a Tovatl meeting. Approximately 131 people
participated in the focus groups representing agenservice providers and community
resources.

Surveys Surveys conducted included a Community Agency®&yrLME Staff and Provider
Agency surveys, and a Consumer/Family Member surv&nglish and Spanish. Surveys were
administered electronically via Survey Monkey, adlwes manually on hard copies from
February 2 to February 23, 2009. On a scale ofW#8B,three indicating the most positive
rating, respondents were asked to rate accessvicese quality of services and how well
consumer needs are met in the following categories:

* Mental Health Treatment

» Substance Abuse Treatment

e Dual Disorder Treatment

» Developmental Disability Treatment
» Housing

* Employment/Vocational

* Crisis Services

* In-home Services

* Peer Support

* Services for families

» Case Management/Community Support

Respondents were also asked to indicate any bmthat had prevented consumers from
accessing needed services. Survey responses wepaiad across disability groups and to the
results of the 2008 analysis.

In addition, we administered a Provider Capacityv8y to gather more detailed information

from providers about resources and service capadiyg with any new services they are
planning to implement in the future. Data was ai#d through a web-based survey tool during
the first three weeks of February. The same questiere used this year as in last year’'s survey
to more accurately measure changes and identiig$teAll endorsed and/or contracted
providers located in Durham County were encourdgedke the survey. After responses were
collected, results were analyzed for current infation and changes compared to last year.

LME Identified Areas of Need: The following are areas in which needs or improents were
identified:

* The need for more specialty services across papntafe.g. dual-disorder services)
» Continued development of a full service array irdadability areas

* Improvement in the quality of providers via workierdevelopment, improved/increased
communication, collaboration, and coordination

* Addressing the basic needs of consumers (i.e. hgusansportation,
income/employment, integration of medical care gihvices)

* Development of improved public awareness, incluginfglic education of resources,
information, and access
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Inclusion of family and natural supports in theatreent process
More prevention and early intervention services
Improvement in feedback mechanisms for consumetdanilies

Increasing partnerships with community-based omgimns with the inclusion of peer
supported services

Reduction of stigma associated with addiction axghasion of the System of Care
framework to substance abuse treatment

Continued relationships with local hospitals (Dakel Durham Regional) to facilitate an
increase in local inpatient capacity.

The Durham Center will use the information from Ga&ps and Needs Analysis as part of our
budget process as funding becomes available awe &0k at grant opportunities.

Eastern Carolina Behavioral Health (ECBH)

LME Description: East Carolina Behavioral Health (ECBH) is the alddanagement Entity
(LME) for a nine county area in the northeast sectf the state comprised of the following
counties: Bertie, Beaufort, Craven, Gates, Hertfdohes, Northampton, Pamlico, and Pitt.
ECBH was formed as a result of a merger of Pittr@pMental Health, Roanoke-Chowan
Human Services, and the Neuse Center, which beoperationally effective July 1, 2007. The
service area runs from the North Carolina/VirgiSiate line down to the southern border of
Jones County, a distance of 114 miles, and atidestarea is 91 miles (as the crow flies). The
service is composed of 2 distinct county areasraggé by Martin County which lies within the
Albemarle LME service area. The LME serves a tptgdulation of 404,000 residents, 18% of
whom are enrolled in Medicaid.

LME Needs Assessment MethodThe needs assessment process had the followios; ste

A series of meetings were held with the Executivenigement staff of the LME to
determine their service needs and to structuredleels assessment process. Those
meetings determined that several different compsenthe review process were
paramount to develop a picture of the current tlgpulation needs and services:

A review of the current services data was to detserthe level of client services
currently provided

A review of provider databases, locations, levélsepvices by location

A review of most recent literature and public seevprojection databases would be
conducted to insure that the current ECBH deliwsstem activities and services could
be compared to projections of the anticipated sergopulation of the service area

A qualitative analysis conducted on the data fr&hcdmmunity stakeholder meetings
participants including: persons served, family memslof persons served; local human
service partners, providers, ECBH staff and the H@®nsumer and Family Advisory
Committee and its Local Empowerment Groups whostass$iwith the community
meetings. The stakeholder meetings were conductind winter of 2009 to determine
local needs, trends and impressions on servicesdaa by ECBH and its provider
network. Input was received from a total of 26aksholders.
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LME Identified Areas of Need:

In completing the annual gaps and needs analys0f@9-2010, ECBH LME found that many
of the previous recommendations and findings idiedtin 2008 ECBH Needs Assessment by
the Behavioral Health Resource Program (BHRP) weiteapplicable. Such findings included:

The ECBH provider network is quite large. Whilestmdicates large provider resources,
it is not an indication of quality. Additionallyhere are many potential downsides to
monitoring a group of providers that is this large.

The provider network, while large, has many gengeiwice providers as opposed to
comprehensive specialty providers. There are mareiders delivering a multitude of
services to all of disabilities than there are mterxs who specialize in one disability area.
It is difficult to determine whether there is adatgiattention paid at the provider level to
the specific disability. There are many willindlibig organizations but the question of
whether there are many willing provider specialgih exists.

Invest for results. It will be important for théVE to focus its future efforts on clinical
practices in its provider network, like EvidenceasBd Practices, which can demonstrate
that the investment in public funds is effectivehplemented and has resulted in
effective results for the consumers served.

ECBH will need to consider how to incentivize igeoviders to offer multiple levels of
care/services under comprehensive provider orgaoia The provider network as it
currently exists does not allow a consumer to acoadtiples services or move through
multiple service levels without barriers and unrsseey hardship. The services need to
be arranged so that service movement is seamlé¢iss twmnsumer and based upon their
needs rather than the needs of the provider.

Perhaps one of the greatest challenges for the ioMike immediate and long term future
is to move from the many individual provider orgaations currently in existence to well
organized, closely linked continuums of care witheanphasis on clinical specialization
located within the LME’s geographic service area.

Providers identified workforce staffing and traigias a serious need. The LME should
develop some training and incentive mechanismsciat keep the skilled clinicians it
currently employs, attract new clinicians at higlesels of education and credentials,
and offer training programs which focus on compeyarevelopment in the
implementation of Evidenced Based Practices.

Eastpointe LME

LME Description: Eastpointe LME is comprised of four counties (DuypSampson, Lenaoir,

and Wayne Counties) located in the eastern redidtodh Carolina. All but one of the counties
(Wayne) are rural counties. Of the 294,000 resgliving in this area, 22% are enrolled in
Medicaid. This is the third highest ranking in 8tate, along with the Beacon Center. Located
within the region are 3 of the 15 state operatedifi@s —O'Berry Neuromedical Center, Cherry
Psychiatric Hospital, and Caswell Developmentalt€eWithin the catchment area, Eastpointe
has the second most group homes per capita whhbistate. There are three Federally Qualified
Health Clinics within the area. Eastpointe resméhkin 60 miles of four military bases, with

one housed in Wayne County. Eastpointe has exmerika very slight population decline
between 2007 and 2008 (-0.31%).
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LME Needs Assessment MethodThe following sources were utilized to obtain diagive
information for the needs assessment.

e Consumer and Family Forum®@ne forum was conducted in each of the four Easte
counties, hosted and facilitated by Eastpointd atad CFAC. Eighty-seven consumers
and family members participated through the diffieferums.

» Surveys Eastpointe sent electronic survey links to prevsq stakeholders and
community representatives. Four consumers, 73igeoy and 91 stakeholders
responded to the electronic survef@ease note: Eastpointe’s primary vehicle for
obtaining consumer and family input was througtcasaxmunity forums held in each
county. However, Eastpointe also posted a linkrt@lectronic consumer/family survey
on its website as an experiment.)

LME Identified Areas of Need:

Eastpointe Service Needs Identified in Surveys & Fams

General Substance abuse services for adolescents

Services Integrated services involving substance abuse
Lack of Funding

Housing Affordable housing

Supportive services
Safe housing

Employment Assistance finding community employment
Ongoing support with community employment,
Transitional support with community employment
Help with problems on the job

Supportive employment follow-along

Transportation Public transportation times andtioca
Vouchers for public transportation
Ability to transport self

Developmental Mobile crisis
Disabilities for Developmental Therapy
Adults CAP MR/DD slots

Vehicle adaptations

Traumatic brain injury services

Community activities and employment transition
Augmentative hearing devices

Developmental Day activity
Disabilities for Community activities and employment transition
Children Traumatic brain injury services

Vehicle adaptations

Community rehabilitation wait times
Developmental therapy

CAP MR/DD Slots
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Eastpointe Service Needs ldentified in Surveys & Fams

Mental Health for | Facility based crisis Centers

Adults Supported employment

Supported employment follow-along
Wellness recovery Action Planning
Integrated treatments

Clubhouse

Diagnostic assessment wait times

Substance Abuse | Non-medical community residential treatment,
for Adults Medically monitored residential treatment
Wellness recovery and management groups
Detoxification availability and wait times
Halfway house wait times

Inpatient wait times

Mental Health and | School-based substance abuse treatment

Substance Abuse | School-based mental health treatment

for Children & Sex offender treatment

Adolescents Substance abuse intensive outpatient program

Partial hospitalization

Wait times for psychiatric care, therapy and intem&n-home
treatment

Five County Mental Health Authority

LME Description: Five County Mental Health Authority serves thatcal North Carolina
counties of Franklin, Granville, Halifax, Vance awtrren counties, all of which are rural. Of
the 234,000 residents living in this area, 23%emm®lled in Medicaid. Franklin and Granville
Counties, which are located just north of the Rgdddurham area, have experienced rapid
growth since 2000, while the population of the otiheee counties has remained relatively
stable. Halifax, Vance and Warren Counties hawery rates ranging from 22% to 25%, while
the poverty rates in Franklin and Granville Countiee substantially lower.

LME Needs Assessment MethodThe Five County Mental Health Authority conductkd
annual Needs and Gaps Assessment during the mainlasuary and February 2009 in
collaboration with our Consumer and Family Advis@ymmittee (CFAC), using a variety of
methods including surveys, focus groups, reviewstafistical information, and establishment of
a Needs and Gaps Assessment Committee. Survegscolected from consumers and
families, community partners which are our primegferral sources, provider agency owners
and executive directors, provider agency staff, FH&MArea Board members and FCMHA staff.
Focus groups were conducted with CFAC, the Prov@mcil, and a number of advocacy and
community planning groups.

LME ldentified Areas of Need: In conducting these surveys, the various groupg asked to

identify the three services in each disability gaty that were most needed or in short supply in
each county. Iltems that were rated in the top 18lliree groups are as follows:
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2009 Five County Mental Health Authority Identified Needs by Disability Group

Adult Mental Access to psychiatric evaluation and medication
Health Public education about mental illness
Supported employment

Family counseling

Child Mental Family counseling

Health Crisis foster care

Mental health services to juvenile detention
Access to child psychiatrists and medication
Individual counseling

Adult Day activity
Developmental | Targeted case management
Disability Supported employment

Home and community supports
Support groups for families.

Child Day activity
Developmental | Home and community supports
Disability Targeted case management

Support groups for families

Adult Substance Inpatient

Abuse Comprehensive outpatient

Halfway house

Dual diagnosis services for persons with SA/MI
Medical detox

Intensive outpatient

Child Substance Inpatient

Abuse Family counseling
Intensive outpatient
Residential
Prevention

All Transportation

Low Cost Housing
Public education about behavioral health

Recommendations to Address Identified GAFPBrough the process of reviewing and analyzing
information collected through surveys, focus groapd data reviews, various needs and gaps
were identified. In comparing these needs and gafise current capacity of services and
resources, both realistic and perceived needs apsl\gere identified and prioritized according
to the most frequently identified. Recommendatiese established to address these priority
needs and gaps within the next fiscal year if foalhy feasible. The other needs and gaps will
be addressed as time and resources allow.

The following is a list of the recommendations dadased as a priority:
* Multiple Disability Groups

o Increase public education regarding mental ilindesglopmental disabilities and
substance abuse.
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0 Increase public awareness of the resources availabindividual and family
counseling, as well as available support groupsaimilies and consumers

Increase employment opportunities for consumeasdl idisability groups
Continue efforts to address transportation needs
Increase number of consumers served by housingdgutr®grams

Continue to assist with cost and explore alteresafinding resources for
affordable medications

o Promote Integrated Dual Disorder Treatment for gesswvith both substance
abuse and serious mental iliness

0 Expand respite services for people with mentalthesid / or developmental
disabilities

o Expand role of Peer Support in the mental healthsatostance abuse service
continuum

o Increase community based crisis interventionsvises and insure effective
utilization of crisis services continuum

o Continue promoting evidence-based practices fadisélbility groups

0 Expand capacity to accommodate Spanish speakirsyomers in the service
continuum

« Mental Health

0 Increase capacity in adult and child psychiatrgtigh recruitment and
telepsychiatry

o Promote availability of specialized trauma treathfenchildren
» Developmental Disabilities

0 Further assess the service needs of adults ant yatlt developmental
disabilities and reasons for identified delaysngaging consumers in services

o Serve more consumers with developmental disalsilitieo are in need of
services

» Substance Abuse
o Continue expanding the substance abuse servicaoant for adults and youth
o Continue substance abuse prevention and earlyerigon programs

o O O O

Guilford Center for Behavioral Health and Disability Services

LME Description: Guilford Center LME is a single-county progranthe Triad metropolitan
area of central North Carolina. Of the 477,000dex%ts living in this urban county, 15% are
enrolled in Medicaid.

LME Needs Assessment MethodA Community Assessment Survey was developed astkgo
on the LME homepage, qguilfordcenter.camJanuary 2009. A link to the survey, alongwvan
invitation to participate, was distributed to seevproviders, community members and
community collaborative partners. This distribatiest included, among others, the Juvenile
Crime Prevention Council, School Health Advisoryn@uittee and the Violent Crimes
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Taskforce. Additionally, paper surveys were distted to the LME Board, the CFAC and at a
Provider Forum. Surveys were received from 31&igieys and community members.

LME Identified Areas of Need: The top five service gaps and/or capacity neegistitied

through this process, by category, are presentedvbe
» Service Gap/Capacity Need Identified by All Respentd
o Short term crisis beds
o0 Respite services for consumers and families
o Drop-in center for mental health consumers
o Day programming for consumers
o0 Mental Health wellness education services
» Service Gap/Capacity Need Identified by CommunityiRlers
o Short term crisis beds
0 Respite services for consumers and families
o Day programming for consumers
o0 Services for transitional youth, ages 16-21
o Availability of providers accepting Medicare
» Service Gap/Capacity Need Identified by CFAC
o Drop-in center for mental health consumers
o Geriatric services for consumers
0 Respite services for consumers and families
0 Services for homeless individuals with disabilities
0 Services that divert consumers from hospital anjadbr
» Service Gap/Capacity Need Identified by ConsumedsFamilies
o Short term crisis beds
0 Respite services for consumers and families
0 Mental Health wellness education services
o Day programming for consumers
0 Services that divert consumers from hospital anjgibr
» Service Gap/Capacity Need Identified by LME Board
o0 Intensive community based services for youth
o Independent living with support services for constsn
0 Residential treatment for youth substance abussuroers
0 Respite services for consumers and families
o0 Services for homeless individuals with disabilities
Recommendations for 2009-10 Fiscal Year to Addidsstified Gaps

* Complete Adult Developmental Disability RequestRooposal process to select service
providers for Respite, Day Activity, Personal Assse (Individual and Group) and

Outpatient Services. Projected service start oiakall 2009.
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* Complete Child Developmental Disability RequestPooposal process to select service
providers for Respite, Day Activity, Personal Assee (Individual and Group),
Personal Care and Outpatient Services. Projeetsite start date of Fall 2009.

* Complete Adult Mental Health Request for Proposatess to select service providers
for Facility Based Crisis/Short Term Crisis Bedsl &fellness Education Services.
Projected service start date of Fall 2009.

» Complete Child Mental Health Request for Proposat@ss to select service providers
for Summer Enrichment programs and Teen Parentimgy@ams that include instruction
for both teen mothers and fathers. Projected sestiart date of July 2009.

» Continue collaborative meetings for Developmentalbility providers, Mental Health
providers and Substance Abuse providers, incluthedChildren’s Mental Health
System of Care Collaborative, to further their igTpkntation of best practice principles
and offer training and technical assistance to sugpeir work with consumers.

Johnston County Local Management Entity

LME Description: Johnston County Mental Health Center is a singlenty catchment area
located in east central North Carolina. It has mdgdbeen moved from a ranking of 58th in to
31st in growth nationally and is third in the stetéerms of growth, with an increase rate of
4.2% from FY08 to FY09. Of the 169,000 residentslj in this county, 16% are enrolled in
Medicaid.

Overall, Johnston County remains basically runakénethough the county has recently been
designated an urban county due to its growth. Atiogrto the 2005 Agriculture Stabilization
Conservation Service data, the county ranks secotiee state for number of farms (4,810).
Only 30% of the County’s residents live in incorgiad towns or municipalities. Current
ethnicity estimates show that the County is 72%té&/Hi5.7% African American and 10.5%
Hispanic/Latino.

LME Needs Assessment MethodFour different questionnaires were distributed tariety of
stakeholders to determine needs, gaps and capatity service system in Johnston County.
Each specific survey was constructed by the Needggsment Subcommittee of the JCMHC
Quality Management Committee, based on questiommagponse from FY08, guidance
received from DMH/DD/SAS and additional questionggested from the Consumer and Family
Advisory Committee group. Five groups of stakehddeere sampled in the process: Consumer
and Family members, General Citizens, Communityniees, Providers of both Basic and
Enhanced Services and Staff of Johnston County alléfgalth Center.

LME ldentified Areas of Need: The overall feedback from Johnston’s needs assegsme
process is summarized in development in the pigsrior planning shown below:

o Priority 1. Public awareness of mental health service systed consumer education on
issues surrounding mental health, developmentabdises and substance abuse.

» Priority 2 Customer Service including in-house and provid&ning. This includes
customer “etiquette”, defusing angry/stressfulidifft situations, staff/provider
knowledge of resources, system navigation assistand using a positive approach in
presenting options.
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» Priority 3 Completion of plans for crisis services. Severdiatives outlined in the
Crisis Plan have begun (Child Respite, ProtocaisState Hospital follow-up,). Still
needed are Adult Crisis Respite, completion/impletaggon of Crisis Stabilization Unit
in JMH, and identification/tracking system for highk consumers.

» Priority 4 Implementation of several projects with commumi&tners

0 Specialized Foster Care Program in coordinatioh WS for children who are
diagnosed as or at high risk for serious emotidistlrbance.

o Prevention services for children who at risk fobstance abuse, delinquency
prevention, gang prevention, and high school drapou

o Development of Halfway House for Women with Daygy Treatment Center

o Peer involvement in training and liaisons for higdk consumers of those who
have been hospitalized (Peer to Peer and Familp@upBervices).

o Cultural competence training for providers/LME
o Family support for geriatric population with Counmn Aging.
» Priority 5 Enhancing continuum of care both for targetedutetjpons and services:
o Transitional age groups including
(1) Special needs consumers between ages 3-5
(2) At risk children of middle school age
(3) Young people already in targets between 18-21
o0 Service providers for
(1) ACTT
(2) Intensive In-home
(3) Supervised residential facilities for speciaéds adults
(4) Residential facilities for children
(5) Day treatment for elementary children
(6) Substance Abuse Medical Non-hospital detox
(7) Transportation
(8) Special Support Services for Consumer with Miabnoses

Mecklenburg Area MH/DD/SA Authority

LME Description: Mecklenburg County Area MH/DD/SA Authority is engle-county
program that comprises the center of the Charfo#opolitan area in western North Carolina.
Of the 894,000 residents living in this urban cqui#% are enrolled in Medicaid.

The vision of the Mecklenburg County LME is, “To 8e€ommunity that supports individuals
and families who are fully empowered to lead headthd independent lives.”

LME Needs Assessment MethodThroughout the year on an on-going basis, threaugariety

of advisory and community committees, Mecklenbuogi@y LME identifies needs and service
gaps that will promote and achieve the wellnesyvery and independence for Mecklenburg
County citizens with mental health, developmenisédbility and substance abuse challenges and
incorporates those needs into the day to day dpretat of an accessible, responsive and
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quality driven community of providers and into fesshg collaborations within and across
community systems.

Mecklenburg LME initiated this formal needs assemsinprocess in January 2009. LME staff in
partnership with the Mecklenburg Consumer and Rafdvisory Committee conducted six
forums with consumers and families between Janadmarch 2009; in addition, input was
obtained from community best practice committeastae Mecklenburg Provider Council. A
total of 189 consumers and family members partteighén the process through various forums.

Mecklenburg LME sent electronic survey links to semers, family members, providers,
community partners, and stakeholders beginninguaepr2009. Electronic survey links were
available through March 20, 2009. There wereetlsterveys available; one for consumers, one
for staff of provider agencies, and one for stakeés/advocacy organizations. This was the
first year there was a survey designed specifidallyonsumers; the 2008 survey combined
stakeholder and consumer in the same survey. dimsumer survey consisted of eleven open
ended questions to allow individuals to share #oltii feedback and comments regarding their
experiences in accessing and receiving treatmevites and supports.

Mecklenburg received 447 survey responses, 93 coersy 103 stakeholders, and 251
providers. This is a 37% increase in the numlbsuovey responses received during the 2008
Community Needs Survey process.

LME Identified Areas of Need:

2009 Mecklenburg Service Needs Identified in Survey& Forums

General
Services

Substance abuse services for adults and adolescents

Integrated dual disorder services across all disabreas

Evening and weekend service hours, particularlyholdren and families, but
also for adults, especially those seeking substabase services outside workir
hours.

Housing & Employment: (see below)

Information dissemination to consumers regardihg ‘gystem.”
Information dissemination to providers and stakdbrd re: availability of
services throughout the county and among all pergid. stakeholders.

9

Housing

Affordable housing options

Available housing for special populations (gengezcsfic, young adult,
substance abuse, homeless)

Housing in safe neighborhoods

Employment

Employment training: appropriate to vidiial’s abilities
Workforce development training of job coaches
Diverse jobs for diverse abilities.

Transportation

Public transportation connectiomfbeyond city center
Additional bus routes to access service locations

Training to use public transportation that supporttependence
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2009 Mecklenburg Service Needs Identified in Survey& Forums

Developmental
Disabilities for
Adults

An array of services for individuals with Traumaiain injury
Home modifications

Vehicle adaptations

Specialized Consultative Services

Augmentative Communication Devices

Residential services & availability (wait times)
Integrated services (DD/MH and DD/SA)

Employment services

Supported Employment and follow along
Transportation

Education and training re. community resources

Crisis response

Psychologists who accept Medicaid

Improved coordination across services, disabilitiystems

Mental Health
for Adults

Transportation

Increase community knowledge about available sesvic

Additional Psychosocial Clubhouse programs

Supported employment, vocational training & follaeng services

Additional psychiatric/medication evaluation & magement services

Add outpatient therapy/counseling sites acrossnconity to reduce current wa
times

Residential & residential support services appaterfor young adults;
transitional & permanent housing

Substance Abuse

2 Inpatient hospital substance abuse treatment @ity & wait times)
Non-medical community residential treatment

Medically monitored community residential treatment

Additional halfway house options

Establish wellness recovery & management groups

Transitional supports when moving from treatmerdftercare
Reduce screening & assessments wait times

Transitional and permanent housing

Peer run and peer support programs

Child &
Adolescent

Additional outpatient therapy/counseling sites asrthe community

An array of Substance Abuse treatment services, f@dus of co-occuring
disorders (SA/MH)

Sex offender treatment

Additional psychiatric/medication evaluation andnagement services

Residential treatment all levels & substance abuse

Mental Health

Partners [formerly Burke - Catawba]

LME Description: Mental Health Partners, formerly Mental Healtm&=es of Catawba
County, manages the delivery of mental health, tamioe abuse and developmental disability
services to two counties in western North CarolBwrke is a rural county and Catawba is
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urban. Of the 247,000 residents living in this a6 are enrolled in Medicaid. The two
counties together have a population of 244,823.

LME Needs Assessment MethodA subgroup from the Quality Management (QM) Conteeit
served as a Steering Committee for this projesetting out the approach and scope of
information most practically beneficial in condungjithe Needs Assessment. It was determined
that MHP would focus on the following tasks (a)lduipon information and goals set forth in

the previous assessment, assessing feedback feooottmunity on whether they felt the goals
had been satisfactorily accomplished or if furtiverk needed to be done; (b) review of all
internal and external statistical reports, to thessent stakeholders with an update on the current
MH system (both at the State and local level) alith anticipated actions to come, and review
those factors as an overlay to the catchment astatss; and (c) ask for input on prioritizing
areas of attention for the coming year, includinggestions on service/support adjustments that
might be made to accommodate the balance of semtgeests against shrinking financial
resources.

To accomplish the tasks noted above, focus growps teld utilizing both existing committees

in the QM structure (Burke and Catawba County RfewQuality Council Meetings, Adult and
Child Community Collaboratives in both countieseamBoard discussion of issues and feedback
in the active Strategic Planning process), andR&C’s arrangement of consumer focus groups
for citizens in both Burke and Catawba Counties.ifdut was reviewed in the QM Committee,
and priorities for the coming year establishede Tiree subject areas identified in the 2008
Community Needs Assessment were still slated abigteest priorities, but the scope and type

of attention needed has subsequently changed.

LME Identified Areas of Need: Thetop three area$or LME attention in SFY 2009-10 are the
following:

» Continued focus on the crisis service array
* Modification of integrated service delivery models

» Greater network awareness (both providers and coa®) of service availability,
service types and access to services (e.g., cgpseivice gaps, funding, wait lists, etc.)
as changes occur locally in response to state esangservice definitions, transitional
requirements, etc.

Though this Community Needs Assessment processutianated in clear identification of
three areas prioritized for LME attentiather service gaps/systemic issaés bear attention.

» SA services in Burke County, particularly SAIOP eT®A provider previously in
Morganton (and Hickory) has since consolidatediserdelivery to one site only, in the
Hickory area.

» Community Support Capacity
» Continued attention to Child DD Services and sufspor

» Transportation is an issue in both counties, amagial to some degree by funding
supports that enhance transportation options,Heunh¢ed still exists.

e Community interest in a Crisis Center

Appendices
-24 -



Onslow Carteret Behavioral Healthcare Services

LME Description: Onslow-Carteret Behavioral Healthcare Service€lddrves two counties
in eastern North Carolina. Only Carteret is congdeural. Of the 242,000 residents living in
this area, 11% are enrolled in Medicaid. AlImosD09, of the area’s residents are veterans.
Onslow County is the home of two major militarytadfations, Camp Lejeune and New River
Marine Corps Air Station. Camp Lejeune has threppmcommands Il Marine Expeditionary
Force, 2° Marine Division, and 4 Marine Expeditionary Brigade. The mission of Camp
Lejeune is to maintain combat ready units, Navapital and support commands.

LME Needs Assessment MethodA solid assessment of service needs, gaps, artitap
include[d] each of the following activities:

» Gathering of existing data and reports.
* Consumer and family forums.

* Consumer Surveys.
* Provider surveys.

» Stakeholder survey to include LME area board aafi. st

LME Identified Areas of Need:

Service Counties With Reason
Gap
Facility Based Crisis Services Onslow and | Need a Crisis Unit for evaluation wit
Carteret short-term bed stays if necessary.

Assertive Community Treatment
Team

Onslow/Cartere

Minimally 50 consumers with need.
Service supports people with severe
and persistent mental illness that
typically do not do well in traditional
services.

Family Living

Onslow/Cartere

Consumers with long term residential

needs are better supported in famili¢
than in group living situations.

2S

Outpatient Treatment (OPT)
individual, family and group (SA
and MH)

Carteret/Onslow

Lack of providers who will accept
state funded consumers. Family OF

is recognized as effective service for

support system to have the ability to
assist consumer in daily living. OPT
group services are extremely effecti
in building consumer skills and a
support system.

T

Day/Evening Activity

Onslow/Cartere

tBroaden services to include evening
and weekend activities for consume
to build a social support system they

IS

can use on their own time.
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Service Counties With Reason

Gap
Drop In Center Onslow/CartereConsumer operated and focused
program to provide social support
system and crisis support.
Half-way House Onslow/CartereConsumers with alcohol and drug

issues have to go out-of-county for
program.

Hourly Respite; Personal Care or; | Onslow/Carteret Cost effective relief to care givers to
Personal Assistance (may use support a healthy support system.
combination of services not to
exceed total)

Social Setting Detoxification Onslow/Carterdtower level of detoxification for

people with substance abuse issues
that will not need higher level of
medical care.

Ambulatory Detoxification Onslow/Carteret.owest level of detoxification for

people with substance abuse issues
that will not need supervised medical
care during detoxification. Typically
consists of a daily group and

physician care but the clients go home
each night.

Crisis Respite Carteret Highly trained familiesttban

provide temporary care for a person
experiencing an emergency.

Residential Level lll Carteret Children placed otitounty.

Other Needs ldentified

Transportation

Provider education /training on service definitiam&l how to use services to assist
consumers to reach outcomes to include friendshgasiral supports and community
resources.

Providers need to teach consumers how to develipah@nd community resources to
meet their needs on an on-going basis. Inconsigtmongst providers in using services
to move people towards independence.

[Activities] to do with other people.

People stated that they were lonely and did nog laenything to do when they were not
in a service.

In many situations, the paid provider is doing ¢jsirwith consumers instead of helping
the consumer learn ways to gain relationships aitlunpaid person to do something fun.
Assist people to have long-term, stable, safe &ioddable housing. Rent Subsidies,
Funding/Budgeting for Deposits, etc.
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* Assist people in obtaining and maintaining emplogtne

» People need access to consistent medical and psychiieatment.

» People within the community need more informatiorawailable services and how to
access care.

* Inconvenient Hours for Services

» Parent/Caregiver Support Groups/Education and ih@lActivities.

* Understanding medication and different methodgp&yment.

* Education on Disability Assistance such as Soaaudty Disability Income (SSDI)
Supplemental Disability Income (SSI), etc.

* Mental Health Services in School System.

* Onslow and Carteret Counties are the home to maaglp who have a relationship to
the military. This includes but is not limiteddotive duty military, veterans, reservists
and their family members. People who have expeeerhe effect of serving in the
military have unique needs that need to be addidsgérained, experienced, qualified
providers with an expertise with this populatidfFamily members, friends and the
person’s support system need information, educamhsupport to effectively deal with
the effects on the family.

Orange-Person-Chatham MH/DD/SA Authority

LME Description: Orange-Person-Chatham MH/DD/SA Authority (OPGYyss three counties
in central North Carolina. Only Orange County issidered urban. Of the 231,000 residents
living in this area, 11% are enrolled in Medica@PC’s catchment area encompasses significant
cultural, socioeconomic and geographic diversityere is a wide array of difference in the
median age, income levels and population densityngnour three counties. For example,
individuals below poverty level in Orange number84 (families below poverty level number
7.7%) compared to 17.1% in Person (families at%3.4And 13.8% in Chatham (families at
10.9%), per U.S. Census Bureau 2005-2007 Americanr@unity Survey 3-Year Estimates.

Per the same survey estimates, Orange has a sagiifi larger portion of residents who have
achieved higher levels of educational attainmeatl® with a bachelor’s degree or higher) than
Person (12.8%) and Chatham (32.4%); this is butnoe&sure of the scope of socioeconomic
and cultural diversity contained within our geodrigrange which is inclusive of cities, towns
and rural expanse.

LME Needs Assessment MethodOur goals in conducting the March 2009 Needs Asseat
were to define existing capacity across the thoemty area, identify services gaps as well as
underserved areas and populations and to asskstletiérmining priority areas for capacity
building efforts and new or restored funding irtitias. The following tools and methods were
used:

* Online surveys specific to consumers and family iners, providers and stakeholders

* Input from community groups such as Child Collatiwes, Developmental Disabilities
Interagency Council, etc.

* Input from stakeholders such as local hospitalpddtenents of Social Services and
Public Health, Departments of Juvenile Justicef@glency Prevention, etc.

» Active involvement of Consumer and Family Advis@gmmittee (CFAC), including a
CFAC Needs Assessment forum
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e Active involvement of OPC Board of Directors
* Provider meetings

* LME patrticipation in Chapel Hill Mayor's Mental Hia Task Force, including two
community forum listening sessions

* LME patrticipation in a wide variety of community etengs
 Review of relevant local, state and federal data
LME Identified Areas of Need:

Overall Priorities Foremost service gaps and services in need mtdased availability and/or
funding are described below per age and disalméitggories (Please see OPC’s 2009 needs
assessment for a full description that includegiserand consumer areas as well as system
provinces such as geographic, housing, culturaliagdistic issues, etc.). OPC continues to
target underserved populations utilizing initiawbat maximize resources by emphasizing
collaboration with other providers and communiggkstholders in order to strengthen the overall
MH/DD/SAS system within our three county area. GH@entified overall priority areas across
age and disability categories are:

» Sustained development of a comprehensive commansig continuum within our three
county area

» Services and programming targeted at addressingetb@s of individuals who are
currently repeat users of state facilities and iothisis services

» Emergency and transitional housing and supportqua@ment opportunities (with
specific attention to emergency housing for houkkhof persons with disabilities who
are couples, families who have an adolescent mdkmiily, increased transitional
housing for individuals leaving hospitals, jailgmison and inpatient substance abuse
treatment programs); expanded affordable housiagised across our catchment area
for individuals with and without MH/DD/SA-relatedsabilities

Developmental Disabilities (DD) Prioritie$here are almost as many individuals on the CAP-
MR/DD waiver services waitlist as people actuaigaiving the services (328 versus 353
individuals respectively as of March 2009) anddkierage wait time is in excess of three years.
While the need for more funding in this area haanbendeniable for years, OPC’s share of DD
state service dollars was cut by approximately 2i&fiscal year. This required significant
reductions in funding to programs and serviceausigk of residential services (group homes),
Developmental Day services for children 3-5 yedrage, Adult Day Vocational
Programs/employment services and services sucleea@mental Therapy. Thus, these are
services included on the following list of DD pragrs and services in dire need of increased
funding:

 CAP-MR/DD waiver services

» Residential services (group homes), Developmeragl 2rvices for children 3-5 years
of age, Adult Day Vocational Programs/employmemtises and services such as
Developmental Therapy and Targeted Case Management

* Respite, including emergency out-of-home respitgoop

* Increased access to Psychiatry/Psychology serfriaesclinicians experienced in
working with DD or dually diagnosed individuals
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Comprehensive services for individuals with traumhbtain injury (TBI)
Culturally appropriate services for Latino indivals as well as individuals from Burma

Residential and wrap-around services for individwaith challenging behaviors and/or
complex needs, including sex offender and residetreatment centers for dually
diagnosed (MR/MI) individuals

Adult Mental Health/Substance Abuse Priorities

Expansion of Substance Abuse Intensive OutpatAl@P) Services to all three
counties

Integrated Dual Disorder Treatment (IDDT)

Service to replace Community Support especiallytHose people who have been
hospitalized and/or are frequent users of crisigices

Increased crisis services capacity, inclusive @ilfp Based Crisis, Detox, after hours
walk-in crisis, and Mobile Crisis services in dit&e counties with attention to the acute
need in Person and Chatham

Increased psychosocial rehabilitation capacity lfGbuse models)
Medication assistance for indigent consumers aosethvith Medicare
Increased capacity for outreach services to theghesa population
Peer Support initiatives

Support for culturally competent providers ablatlnress demographic diversity present
within our catchment area (by provision of cultiy@ppropriate services for Latino
youth and families and youth and families from Barrior example, or increased number
of providers trained and willing to serve older kslwith Medicare)

Increased capacity for existing services with emsghan quality and evidence-based
models

Child/Adolescent Mental Health/Substance AbuserRigs:

Expansion of school based mental health servichave at least a part-time therapist in
every school for three districts

Full range of evidence-based adolescent substdnuse aptions from early intervention
to intensive outpatient programs to local residdrtare and aftercare

Structured activities for youth with emotional didiance and substance abuse during
non-school times, such as summer, after-schookahool suspensions

Transitional services for youth nearing adulthdadluding skill building, housing
options, vocational/educational supports

Trauma treatment by clinicians trained in evidebhased models that cover the range of
ages from zero to 18 years and a range of sewdrgymptoms

Culturally appropriate services for Latino youthddamilies and youth and families from
Burma

Continued support of Family Advocacy organizationall three counties (these
organizations support parents/guardians with orera@support and trainings)
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* Increased capacity for existing services with emhan quality and evidence-based
models in all three counties (particularly Multissgmic Therapy, intensive in-home,
standard and emergency therapeutic foster caregahdchildhood mental health
services)

Pathways MH/DD/SA Services
LME Description: Pathways MH/DD/SA LME serves the western Nortinoiaa counties of

Cleveland, Gaston and Lincoln. Of the 385,000dexss living in these urban counties, 19% are

enrolled in Medicaid. Pathways serve as a care ge&na public policy leader, a provider
community manager, and a community collaboratougdssues involving mental health,
development disabilities and substance abuse.

LME Needs Assessment Methodin March 2008, Pathways facilitated five commuridgums

for consumers and family members through whom &8idents from the counties of Cleveland,

Gaston and Lincoln participated. In addition 70vlers and 108 community members and
stakeholders responded to electronic surveys.

LME Identified Areas of Need:
The results were summarized as below. More detgégd are provided in the two tables.

» Access to services in rural areas (transportati@vdilable services)
» Communication of services

» Co-occurring services, esp. MH/SA
» Costissues
» Evaluation & treatment for youth w/sexualized issue
» Psychiatry (wait times, turnover, hrs)
* Residential for DD

Pathways Service Needs Identified in Surveys & Forums

Community- Community-
Provider Surveys Provider Stakeholder Stakeholder Forums
Forum Surveys
General « Co-occurring « Access to affordable | « Better » Communication of
Services treatment needs medications communication of services
Needed « Cost of services « Bilingual services available services « Consistent quality
» Developmental « Community * Crisis services (both of providers & case

disabilities for adults
& youth
» Substance abuse
services for adults &
youth
 Transportation

outreach esp. to
diverse languages &
cultures

« Community support
for IPRS

« Co-occurring
services (MI/SA)

« Residential esp. for
18-21)

« Transportation

« Professional
workforce issues

distance & wait
time)

» Evaluation /
assessment wait
times

* Substance abuse
services for adults &
youth

managers in
particular

* Costs & issues
related to
reimbursement &
insurance

¢ Substance abuse
services

e Transportation

Developmental
Disabilities

e CAP/Funding issues
» Residential
» Respite

« DD services in
general beyond
TCM

* Crisis
* Residential
 Screening /

« Residential support
* Supported
employment
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Community-

Community-

Provider Surveys Provider Stakeholder Stakeholder Forums
Forum Surveys
 Counseling/ therapy | ¢ Planned respite for Evaluation
all DD
* Residential for all
DD
Mental Health « Partial « Inpatient MH « Crisis « Crisis, mobile crisis
hospitalization » Residential » Assessment (availability,
« ACTT « Community « Psychiatric training)

* Inpatient MH

psychiatric hospital
beds
 Alternatives to
involuntary
committals in
Cleveland Co.

* Therapy

e Psychiatrists
(turnover, hours,
wait times)

« Partial
hospitalization
Substance  Substance abuse * Detox » Substance abuse » Substance abuse
Abuse general « After-care detox general general
* Detox * Detox * Detox
« Partial * Homeless shelters
hospitalization » Halfway houses
e Outpatient
Child & * Substance abuse « Continuum of kids « Day treatment » Adolescent services
Adolescent « Sex offender services « Psychiatric & transition to adult
treatment « Inpatient for « Substance abuse services, early adult
* PRTF children, 13 and prevention &
« Respite younger, in crisis treatment
« Evaluation & * Sex offender
treatment options treatment

for children w/
sexualized issues

* Access to service in
rural areas
(transportation, avail
services...)

Piedmont Behavioral Health
LME Description: Piedmont Behavioral Health (PBH) serves five ¢msin western North

Carolina, only one of which is considered ruraf. tif@& 740,000 residents living in this area, 14%
are enrolled in Medicaid.

LME Needs Assessment MethodPBH has an established system of advisory couttils
ensure ongoing communications and active engagemt#nour community stakeholders. The
councils meet regularly throughout the year to @mmrassues of importance regarding system
performance and community needs. These Advisorn€isuwere utilized by the Needs
Assessment Steering Committee to obtain feedbatloanthe system was functioning and to
identify opportunities for improvement. Advisory @wil membership includes stakeholder
from:

« DSS

* School System

* Juvenile Justice

» Partnership for Children
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* Law Enforcement

» Advocacy Organizations

» Comprehensive Community Providers
» Consumer Family Advisory Committee
* Housing Development

* LME Identified Areas of Need:

LME Identified Areas of Need: The following is a list of priorities identified tbugh the focus
groups:
» Crisis Services
0 More resources for crisis services
0 Increase faster response to those needing crisicse
o Facility based crisis center
o Improve Mobile Crisis response (additional capangeded)
» Services and Supports
0 Increase capacity of outpatient services
Substance Abuse services
More services for children and families (MST, Fanifreservation, etc.)
Strong SOC including Day Treatment and Structuragl Dreatment
More State funding for DD waiting list, residentaid day program
Transportation money for consumers to get to sesvic
Develop women’s SA services

More services for Older Adults in Long term careiliies (under represented for
MH Services)

Develop women’s SA services

Additional SA Services for children/teens

More Psychiatric Services

Getting medication that works better and doesr’irhgour body
Residential Services and treatment for children

Continue to reduce DD waiting list and all otherting lists

Make sure consumers have access to their medsfahey are unable to afford
it; psych meds are expensive

0 Hire peer specialists to pick up people who livedaay from programs.
o Halfway houses for detox in Stanly and Rowan camti
0 More outpatient therapists
* Providers
o0 Have more appointments closer than every 6 weeks
0 Make doctor’s appointments sooner
0 Longer time to spend with doctor

©O O 0O 0O 0 o o

O O 0O 0O 0O o o
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o Child and Family Teams
0 Less staff turnover
Housing
o More affordable housing options

o Encourage providers to offer housing for people ateaging and have special
needs

o More independent living options that are affordable

o0 More different housing other than group homes
Transportation

0 More accessible transportation

0 Increase transportation connectivity
Collaboration and Education

0 PBH needs to publicize more about 1-800 number
More education and outreach for suicide preverdioth MH stigma.
Consumer awareness (Education)
Need more collaboration for students with behaviana emotional issues
More CIT Training for Law Enforcement Officers

0 Increase communication and collaboration betwegarorations
Consumer Affairs

o Consumers (MH) need transportation to the MentaltieConsumers
Organization conference

o More consumer training programs

o O O O

Based on review of focus group feedback and repilwesCommunity Needs Assessment
Steering Committee’s findings were as follows:

System of Care for Children continues to be an dppdy area in that there is a need for
greater collaboration between stakeholder ageacidsa need for providers to be trained
in leading Child/Family Teams for consumers witlhso@ centered plans. Some progress
in this area has been made: Extensive trainingpbasrred over the past year;
community stakeholders have been very responsivartefforts to engage agencies in
this important model for children’s treatment. @néerence for youth with mental health
conditions was held in August 2009 that was wedraded by children served by PBH
providers.

The Crisis Continuum needs to be expanded to offae Facility Based Crisis Centers
for Adults, DD crisis respite and crisis serviceschildren. Progress in addressing these
needs has been made as follows: A DD center lraseie center for adults opened on
July 1, 2009. Utilization is being monitored taelenine adequacy of the facility in
addressing the needs of adults with developmergabdities. PBH has purchased and is
renovating a facility in Union County that will lz& additional Facility Based Crisis
Center with a capacity of 16 beds. This facilityl wpen in January 2010.

The substance abuse services continuum needsetxpbaeded to offer more outpatient
services detox services, intensive outpatient sesvand services for dually diagnosed.
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Intensive In-Home services that specialize in thatment of children/adolescents with
substance use conditions have begun and are gcteeling children with these needs.
The lack of adequate state funding continues tegmtethe expansion of the substance
abuse continuum for adults with substance use dissr

» Continue efforts to reduce DD waiting list andater waiting lists for services. PBH
received 40 additional Innovations Waiver slots enid the process of adding people to
this program.

Sandhills Center for MH/DD/SA Services

LME Description: Sandhills Center LME serves eight counties irtreéiNorth Carolina —

Moore, Montgomery, Hoke, Anson, Richmond, Randolge and Harnett. The service area is
the result of two mergers with Randolph County Aleagram in 2003 and Lee/Harnett Area
Program in 2005. Sandhills Center serves a langg area and is responsible for the oversight
and management of the delivery of services to allaipn of 547,000 residents, 18% of whom
are enrolled in Medicaid. Sandhills Center is4fidargest LME in the State and serves the
largest geographic area of any LME. The missio8aridhills Center is to develop, manage and
assure that persons in need have access to qulitial health, developmental disabilities and
substance abuse services.

LME Needs Assessment MethodSandhills Center approached the needs assesssnamt a
opportunity to involve all elements of the communit an honest and open review of the service
system in the Sandhills area. The Needs AssesdPnecess was overseen by a Steering
Committee composed of Area Board Members, CFAC Mas)lCommunity Stakeholders,
Service Providers and Sandhills Staff. The Needsegsment was conducted during the January-
March 2009 timeframe and included the following\ates:

* Informal information gathering receptions in ea¢lhe Center’s eight (8) counties—
these receptions were hosted by members of theeCeftonsumer and Family Advisory
Committee (CFAC).

* Key informant interviews with a number of commurstgkeholders to include members
of the Sandhills Area Board, DSS Directors, HeBl#partment Directors, law
enforcement and community hospital representatives.

« Community agency meetings held in each of the d@)hfandhills counties.

» Computer based survey designed to solicit inforomatiom the Center’s provider
community and a facilitated interactive provideruim that focused on service needs in
the Sandhills area.

* The review of significant data concerning serviebvery patterns and consumer needs
across the Sandhills area.

LME Identified Areas of Need:

The 2009 Needs Assessment identified a numbeitafatissues associated with the delivery
and availability of services in the Sandhills arééajor issues noted in the current assessment
include the following:

* Need to improve the availability and quality of patient mental health and substance
abuse services.
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Crisis Services.

Expansion of Jalil

Continued expan
medication.

Expansion of LM

Continued development of community crisis servicemclude the expansion of Mobile

Improved employment opportunities for consumers.
Increased availability of clinical services to Hagfic/Latino consumers.

Diversion Services.
sion of consumer supports in suedsaas housing, transportation and

E efforts to insure that consuménsjilies and community agencies

know how to navigate the current service environimen

Continuation of e

fforts to enhance service quahtyailability and access.

Expansion of services to consumers with developateligabilities through the CAP

MR/DD Program.

The need to provide community agency and schooésystaff with basic training on the

identification of mental health needs and availa@wenues for accessing care.

The need to focu
consumers.

s on efforts to improve providdlatmration in the care of mutual

2009 Identified Needs

Common Themes

l. Quality & capacity of
outpatient mental health
and substance abuse
treatment

Perceived a decline of outpatient service availgidibr children
since last year.

Network providers identify current lack of psychist availability
within the private sector to meet the needs of tb@ensumers.

Il. Local community
crisis management
resources

Notwithstanding notable progress, a need remainadditional
mobile crisis services.
Questionable quality of clinical homé& fesponder care.

[ll. Employment
opportunities and job-
related services

Need for more focus on vocational/employment skifisl everyday
life skills following graduation.

IV. Hispanic/ Latino
mental health outreach &

Need for clinical staff, rather than use of intetpr service, to
x provide for acceptable and effective services tgpHnic/ Latino

services population.
V. Jail Diversion Positive feedback related to effectiveness of mdmalth services
Services in the jail.

Positive feedback related to CIT training with lamforcement
officers.
Need to keep funding for Drug Court.

VI. Consumer social
supports

Acknowledgement of expansion of housing accompls yet
continued need for apartments for people with dig&s and
limited resources.

Need for more structured recreational activitiesctuldren with
disabilities.

Continued requests for accessibility to supporugso

Transportation continues to be a barrier to access.
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VII. Community Community agencies have better understanding afolleeof LME
Awareness of the role off — They continue to have difficulty interfacing withultiple service
the LME and process to| providers.

obtain services Community, in general, has difficulty locating “whm call” when
needing services (i.e. telephone books, newspaperspmmunity
service ads, primary care, etc).

VIII. Provider Service | Identified need for level Il facilities for chilen & Adult MH group
Availability, Quality, and| homes.

Access Questionable consistent quality of care in residéservices
Fragmented care.

Inconsistent quality of assessments across sepviseders.

IX. Availability of More guidance needed for providers related to CARMD referral
CAP/MR-DD services | process.

X. Mental Health “Basic| Multiple requests for training for broad array ohemunity

Training” for non- agency/human services staff (i.e. DSS, Health Depart, Schools,
mh/dd/sas service Criminal Justice, in the identification of mh/ddisaues and their
providers role as “first responder”.

XlI. Focus on Network | Providers identify lack of knowledge of resourcesiges by other
Provider Collaboration | providers available to their consumer(s).

Smoky Mountain Center

LME Description: Smoky Mountain Center (SMC) serves 15 non-cowtigurural counties in
western NC. Initially Smoky Mountain Center (SMCaswomprised of only the seven most
western counties of North Carolina (Cherokee, G&xgham, Haywood, Jackson, Macon and
Swain). In July 2007 the five counties of the femNew River Area Authority joined the SMC
LME. These five counties (Alleghany, Ashe, Avélyatauga, and Wilkes) then became known
as the SMC “Northern Region”. Although this parsiep increased the amount of geographic
area covered by the SMC substantially, the NortlRegion reflects a similar geography and
many similar needs compared to the Southern Rethemnseven western most counties listed
above). In July 2008 SMC added to its catchmesu,ahe three counties that had been managed
by the Foothills LME — Caldwell, Alexander and MoRell Counties. These three counties are
now known as the SMC “Central Region”. This remlascribes the needs of SMC Northern,
Central and Southern Region counties.

Of the 523,000 residents living in this area, 1*&emnrolled in Medicaid.

* The most populous counties are Caldwell, Wilkes ldagwood.
* The least populous counties are Graham, Clay aledjiAdny.
* The county with the highest population of Africamarican persons is Caldwell
* The counties with the highest population of HispAratino persons are Wilkes and
Caldwell
» The counties with the highest population of Amamitadian persons are Swain, Jackson
and Graham.
LME Needs Assessment MethodThe needs assessment activities conducted by SM@ip
valuable, firsthand perspectives from a varietgairces. Anecdotal information is also
collected throughout the year from key persons kadgeable of the network. This data
provides SMC with a direct local picture of avallaland needed services. Surveys were
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collected from consumers or family members of comss of services, persons involved in their
communities, persons involved in the delivery o¥ges, and informed employees of SMC.

The five groups from whom survey data was gatheree: (1) Consumers and Family members
(CFAC), (2) Stakeholders (DSS, Law Enforcement,ddtd) Local Government officials), (3)
Providers of MH/DD/SA services, (4) Members of 8/ C Board of Directors, and (5) Smoky
Mountain Center Staff.

LME Identified Areas of Need:

* Need to increase the workforce availability of giied mental heath service staff and
psychiatrists

* Need to reduce the burden of excessive administratiocesses on providers — those
burdens require staff time; make it difficult tareit staff and increases difficulty in
delivering services.

* Need greater quantity of services and providers (aeed more of X service” or “need
more providers/staff”), and

* Need better access to services, need to reduceinvaitn accessing services.
* The need for more high-end programs such as:
Residential level 11l through Psychiatric Residahfireatment Facility for kids
Residential services for adults
Emergency residential placements
Intensive In-Home services
Psychosocial Rehabilitation programs
Community Support Team services
Assertive Community Treatment programs
0 Adult Day Vocational Programs
* Need more psychiatry
* Need more programs for kids when not in schoolHadter and during summer)
* Need transportation to get to programs and services
* Need specialty services for children and adults e sexually based offenses
* Need more comprehensive treatment options for anbstabuse treatment
Responses by Groups
SMC Board of Directorglentified the following gaps by region:
Southern Region

» All services in mental health, substance abusedandlopmental programs need to be in
all areas, and for all age groups. The barriéunsling.

» Residential services are needed in the SoutherioRdgr child MH, for children/adults
with SA issues, and for children/adults who aréhi; severe range of developmental
disabilities

Northern Region

* More beds in hospitals, more money to hire persiofineing available people to hire is
also a major problem

©O O 0O 0O 0 o o
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All accomplishments/concerns of SMC should be preskto the Board

Central Region

In-house rehab for adult substance abusers, maneaine month
Adult Mental Health — need longer hours, easieeas@nd more staff

Clients need to be seen more frequently; it iSdiff to get MH services for clients who
need them on an ongoing basis

DD CAP services for children are poor due to lergfttvaiting required; lack of stability
in DD

Convenience of service is poor because clientsféea required to access services
outside the county in order to be seen on a regedasistent basis

Need services for indigent clients; need more @oigroviders

More psychiatrists are needed for individual andifa counseling

A lot of individuals who previously received semscwhen providers changed were lost
in the transition; need more hospital in-patiesddy need more community-based
services

SMC’s Service Management Dept and Provider Relations idkgpitified major ongoing

challenges in all categories in the catchment area:

Lack of availability of qualified workforce,

Shortage of available transportation to services,

Increasing capacity and limited state-funds for-iedicaid services

Negative impact of Reform; frequent and burdensohanges to the MH/SA/DD system

Additional evidence-based practices for many ofthmary mental health (MH)
disorders;

More psychiatric services, and more accessiblehpairec services,
Need for more housing of a variety of consumerighag crisis or emergency housing.

Need for Spanish-speaking services, as thereignhdisant minority population of
primarily Spanish-speaking immigrants in the SM@lkment area,

Need the following to serve specific populations;
o Children:
= Child Crisis Stabilization services and Residergalvices

= Services of all types for adolescents; while maroylers work with
younger children, fewer work with adolescents laguhis consumer age-
group at higher risk;
= Appropriate services for aggressive and offendimggly;
0 Adult:
= Recovery Education Centers (REC); currently avélalb eight of the
SMC counties

= Traditional MH/SA services; while some of thesevgees are available,
they are not as prevalent as needed
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= Domestic violence programs

= Supported employment and long term follow alongD@ and MH
populations;

= Supported living apartments for DD/MH/SA consumers

Southeastern Regional MH/DD/SA Services

LME Description: Southeastern Regional Mental Health, Developni&isabilities and
Substance Abuse Services (SER) is the Local Manageintity (LME) which serves residents
in Bladen, Columbus, Robeson, and Scotland Counfibe mission of Southeastern Regional
LME is to attain positive, consumer-driven sociatldehavioral outcomes for persons living
with mental illness, developmental disabilities aatbstance abuse through ethical, flexible,
integrated, and culturally sensitive services.

Of the 256,000 residents living in these rural d¢ms) 29% are enrolled in Medicaid. The
population for the area served by Southeasterrfoil counties have child poverty levels above
the state average.

LME Needs Assessment MethodThe following data was gathered and reviewed dytive
assessment process:

Medicaid expenditure data

IPRS expenditure data

Community System Progress Indicators publishechbyNC Division of MH/ DD/SAS
Census demographic data

Internal needs-related and quality managementatataeports

Relevant local, state, and federal reports relatestrvice needs and gaps

Provider staff survey

Consumer, family, advocate, community, and stalgdraurveys

Provider CEO Survey

Consumer and family forums in each of the four ¢msnof the catchment

LME Identified Areas of Need:
The following needs were identified through consuara family forums

County Synopsis of Most Pressing Needs
Bladen Transportation
Transportation
Columbus Medication management

Safe neighborhoods for consumers
Traumatic brain injury services
Transportation

Psychiatric services

Robeson Full range of specialty services (neuro-behavi@aknish-language,
job training, housing supports)
Collaboration across the system
Transportation
Scotland Elimination of cumbersome paperwork requiremeni@cress

psychosocial rehabilitation services
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County

Synopsis of Most Pressing Needs

counties

CFAC representa-
tion from all four

Multi-agency collaboration to address employment
Employment opportunities and support for those withre
competitive skills

Southeastern Regional Service Needs Identifiedimeys & Forums, 2009

General
Services

Additional substance abuse services

Integrated services in general

Evening hours for children and working consumers
Training for support staff (particularly day supfor
Affordable housing

Transportation assistance to services & employment
Employment support

Increased funding for services

Publicity regarding available services

Additional psychiatric service providers

Developmental
Disabilities for
Adults

Vehicle adaptations

Home modifications

Additional traumatic brain injury funding
Augmentative communication devices
Supported employment follow-along
Specialized equipment & supplies

Developmental
Disabilities for
Children

Vehicle adaptations

Day activity services

Additional traumatic brain injury service funding
Additional mobile crisis services staff

Mental Health

Additional clubhouse capacity

for Adults Peer support services

Additional psychiatric service providers
Substance Halfway house services
Abuse Residential treatment services

Wellness recovery services

Integrated treatment for multiple disorders

Decreased wait times for detoxification services
Child & School-based substance abuse treatment
Adolescent Sex offender treatment

Additional substance abuse intensive outpatiemvices

Residential treatment services for children withstance abuse issues
Additional mobile crisis services staff

Day treatment services that utilize evidence-basadtices
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Southeastern Center for MH/DD/SA Services

LME Description: Southeastern Center (SEC) is the Area Authouaibgfioning as the Local
Management Entity (LME) for Brunswick, New Hanovand Pender Counties, managing
mental health, developmental disabilities, and &urize abuse services for the region’s residents.
Only New Hanover is considered urban. Its missaio ensure an accessible, flexible, and
responsive system of care resulting in an impraygality of life for consumers of mental health,
developmental disability, and/or substance abuseces.

Of the 355,000 residents living in this area, 14%enrolled in Medicaid. Unemployment for
this region is now at 10.5 % for Brunswick Courfiyl % for New Hanover County and 10.8 %
for Pender County.

LME Needs Assessment MethodSoutheastern Center utilized the following soufesata to
inform its needs assessment.

» Consumer and stakeholder focus groups and towmtestings

» Consumer and family surveys

* Provider and stakeholder surveys

* Provider agency survey regarding capacity to fdtucal and linguistic diverse services;
disaster response; best practice barriers and typibes

» Update reports regarding services to those homeless

» Comparisons of DHHS quarterly reports 2006-2008

* Analysis of providers by region (zip codes) andrdgu

* Analysis of consumers (total numbers and targetijadions) served by region (zip
codes) and county

* Population demographics

* Provider inventory

LME Identified Areas of Need:
The following strategic objectives were developedesponse to the needs assessment.
* Increase crisis service availability and capacity

* Increase community capacity for evidence basedchnidal best practices and
specialized treatment service

* Increase community capacity and consumer choicsuibstance abuse outpatient
providers;

» Particularly increase Adolescent substance abusedars for outpatient, residential and
SAIOP

» Continued expansion of services in Brunswick anadee Counties

* Increase service options available to consumetfseipublic, faith-based, medical, and
non-profit sectors

» Evaluate new mobile crisis services and other &fftar expand crisis capacity and
continue to assess additional needs and gapsi$ts services

» Continue to work with the community to expand asdesservices for the Spanish
speaking community and the uninsured

* Increase the number of peer support specialists
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Southeastern Center Service Needs Identified in Sueys & Forums

General
Services

Funding for services

IPRS funding

Residential support (see housing, below)

Disability services for adults and children

Integrated services for co-occurring disabilities

Translation services, particularly for Spanish &ees

Communication of available services

Services for Pender and Brunswick counties (contperéew Hanover)

Housing

Affordability

Support services

Residential near communities and schools for cardr
Safe housing

Employment

Assistance finding employment
Employment training
Support once employment is secured

Transportation

Public transportation times andtioca
Cost of transportation

Developmental
Disabilities for
Children

Mobile crisis

Traumatic brain injury services

Home modifications

Residential services

Vehicle adaptations

Respite

Personal assistance

Developmental therapy

Wait time for screenings, assessment and residlé€néguipment & adaptive
services

Developmental
Disabilities for
Adults

Supported employment & employment follow-along

Specialized consultative service

Community rehabilitation

Vehicle adaptations

Community activities and employment transition

Traumatic brain injury services

Home modifications

Wait time for screenings, assessment and residléngguipment & adaptive
services
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Southeastern Center Service Needs Identified in Sueys & Forums

Mental Health
for Adults

Residential services

Clubhouse

Facility based crisis services

Integrated treatment for co-occurring disorders
Supported employment & follow-along
Community-based inpatient psychiatric treatment

Wait times for diagnosis, evaluation and psychiateatment
Developmental therapy (cut off too soon)

Physician, staff and parent training

Substance
Abuse

Inpatient hospital substance abuse treatment

Non-medical community residential treatment

Medically monitored community residential treatment

Detoxification

Halfway house

Peer support

Wait times for inpatient, intensive outpatient atedoxification programs
Facilities for women & women with children

Child &
Adolescent

School-based substance abuse & mental health teatm

Sex offender treatment

Partial hospitalization

Substance abuse intensive outpatient

Residential: close to homes & schools, level IVas $ubstance abusers
Mobile crisis

Psychiatric/medication evaluation and management

Emergency services

Wait times for screenings, assessment and psyichéataluation &
management

Consumer and Family Forum Summary

Identified Summary of Service Needs and Barriers (pdated Nov 09)

General
Barriers

Transportation

Consumer Education
Community awareness
Consistently trained providers
Housing

Developmental
Disabilities

Crisis Services

Day Programs/adults
Emergency Respite

Quality group homes and staff
Specialized medical equipment
Supported Employment
Services for MR/MI

Housing
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Consumer and Family Forum Summary
Identified Summary of Service Needs and Barriers (pdated Nov 09)
Crisis Service
Facility Based Crisis Services
Outpatient services
Mental Health Day programs/recreation
Services for co-occurring mental health and adaiicti
Peer Specialist services
Housing
Medical and social detox,
Crisis Services
Recovery housing

Substance Abuse Outpatient services/IOP

Peer Specialist services

Prevention

Supported Employment
Childé& Step-down services from CS and residential
Adolescent

Wake County Human Services

LME Description: Wake County Human Services LME is a single-coymbgram in the
Triangle metropolitan area of central North Carali®f the 900,000 residents living in this
urban county, 9% are enrolled in Medicaid. Accogdio the census data for 2005-06, Wake
County is the 9th fastest growing county in theteimiStates. Between 2000 and 2007, Wake
County’s population grew by 33%, and census ddéased in March 2009 indicates that the
Raleigh-Cary metropolitan region leads the natropopulation growth. As the population of
Wake County continues to grow, so do the needsaésidents. Given the projected increase in
uninsured individuals in Wake County due to groaid the current economic crisis, the Wake
LME is challenged to expand services and fund endgdebased practices while experiencing
reductions in funding. Although Wake is classifesian urban county, it is the"largest

county in the state, and as such, has less poduatéying areas that lack public transportation,
which creates barriers to accessing care muchHhibse experienced in more rural counties. The
Wake LME faces additional challenges in improvimgstate population penetration measures
due to higher than average insurance representtid lower per capita state funding
allocation. Wake LME currently ranks 21st out dfI2MEs in per capita funding, based on the
fiscal year 09 allocations published on the DMH/BBS website. If a statewide average per
capita were implemented, Wake would see an increlaapproximately $2M in additional state
funding.

LME Needs Assessment Method:

Gaps in the service continuum for adults with mieiiteess and/or substance use problems were
identified through multiple approaches and souofesformation, each of which identified
different areas as priorities for community capadevelopment. Four primary sources of input
were surveys of providers and stakeholders throglBehavioral Health Collaborative Forum
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and Wake LME Community Needs Survey, and surveydifDD/SA consumers through a
consumer survey and World Café Consumer Forum.

LME Identified Areas of Need:

Adult Mental Health/Substance Abusghe following table highlights the areas of highe
identified priority by these sources, but doespresent an exhaustive list of areas of need. A
more comprehensive description of service gapsaeds is available in the Wake County LME

March 2009 Community Need and Provider Capacityedssient.

BHC Forum Consumer World Café Results (N=40) Wake LME
Survey Survey Results Community Needs
(N=31) (N=50) Survey (N=111)
Housing Transportation | Education and employment | Housing w/supports
w/supports Employment supports Facility-based crisis
Supported Housing / Improved transition planning | Mobile Crisis
Employment supported and involvement of others in | Response
Family housing plans (parents, principals, et¢.Employment services
Psychoeducation | Affordable Housing and supported Short-term local
Peer Supports medication housing inpatient (MH)
Support Groups | Staff availability, | Transportation Support groups
Local Inpatient coverage, crisis | Social/recreational activities | Psychiatry
(MH) response Facility safety, security, Family
hygiene concerns psychoeducation
Medication Transportation

In addition to specific gaps, surveys evaluatedgeion of populations that are underserved by
the current service continuum. Results of the jpiervand LME staff survey indicated that
dually diagnosed MH/SA and MI/DD consumers, Spasigbaking consumers and substance
abusing populations were most frequently reportedeang underserved. Further, the
Behavioral Health Collaborative survey indicatedtthomeless adults were perceived as being
underserved. Consumer feedback through surveythand/orld Café Forum identified

concerns about fragmentation of care and a desir@ $eamless, well-integrated system of care.
A large percentage (58%) of consumers surveyedtegpoeeding more information about
service options, and 43% of survey respondentsesgpd concern that they were not receiving
needed services.

Quarterly needs assessment reviews and updatesMarch 2009, indicate the following
additional needs for adults with mental illness/andubstance use problems:

» accessible BHO services, particularly for SA
* housing services and supports
» bilingual/bicultural capacity
» crisis continuum gaps for hospital diversion aregpsiown
* local Medicaid-funded inpatient beds
» continued/improved interface between MH/DD/SA systnd jails
Child Mental Health/Substance Abuse
In reviewing multiple sources of data from the painjpublic systems serving the youth in Wake

County (i.e. mental health/substance abuse senpogic school system, and juvenile justice)
in conjunction with results from multiple surveyusoes, there are several themes that highlight
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the strengths and gaps in the current Wake Coumiy BIH/SA system of care. A significant
strength identified is the positive partnership antfaboration of the Wake LME with Wake
County Public School System (WCPSS) and the Demanttiof Juvenile Justice and Delinquency
Prevention (DJJDP). This is primarily due to tlwsifve work of the Wake County Community
Collaborative for Children & Families and the Wa&eunty Juvenile Crime Prevention Council.

The Wake County child MH/SA service array is fouade extensive with minimal service
capacity needs. However, the needs assessmetifiedesignificant trends, disparities, and
growing needs that produce gaps, challenges, amétsao maintaining a comprehensive and
seamless continuum of care that consists of spgmififessional specialty expertise in treating
children and adolescents with complex emotiondiab®ral, and substance abuse problems.
Responses from community surveys describe a sérsragmented array of services in a very
large county with numerous “generic” service prevel

Additionally, diagnostic data reviewed indicatesignificantly higher rate of behavior disorders
(71%) than emotional disorders (17%) for childred adolescents receiving mental health
and/or substance abuse services in Wake Countgonitnast to this pattern, the national
prevalence data estimate children and adolescetitsawlisruptive behavior disorder to be at
roughly half the rate of those with an anxiety avad disorder. This inconsistency between
local diagnostic trends and national prevalencecatds a need for further review of child and
adolescent evaluation services.

The following table highlights the areas of highgsority for child MH/SA capacity needs
identified in the survey results from the four paim sources of provider and stakeholder input
noted above. This is not an exhaustive list ohsu@ need. A more comprehensive description
of service gaps and needs is available in the Wakenty LME March 2009 Community Need
and Provider Capacity Assessment.

Wake LME
Community Needs
Survey (N=111)

BHC Forum Survey | Consumer Survey World Café Results (N=40)
(N=31) Results (N=50)

Partial Hospitalization Transportation | Education and employment Psychiatry

PRTF Education and supports PRTF

Prevention & Support employment Improved transition Crisis & hosp.
Services supports planning and involvement gfdiversion

Psychiatry Housing others in plans (parents, Prevention &

Crisis & Hospital Affordable principals, etc.) Support Services
Diversion medication Housing and supported Inpatient psych. Tx
Residential Tx (Level| Staff availability, | housing Residential Tx Level
4) coverage, crisis | Transportation \Y,

Inpatient Psych. Tx.
Day Treatment

response

Social/recreational activities
Facility safety, security,
hygiene concerns
Medication

5 Day Treatment
Transportation

Quarterly needs assessment review and updatesMarch 2009 indicate the following
additional needs for children and adolescents atiotional, behavioral, and substance use

disorders:

bilingual/bicultural capacity
crisis continuum for hospital diversion and crisexd availability
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Child and Adult Developmental Disabilities/Trauncairain Injury

Although Wake County DD Services has a broad asfagrvices and service providers, as well
as significant amounts of funding, the actual lefdLinding is not consistent with the presented
demand by Wake County residents determined eligibéein need of support. In the current
State Medicaid Plan, there are, with the exceptiohargeted Case Management, no services
specific to the DD population approved. Therédhmyever, a Title XIX Waiver (CAP-MR/DD)
that provides significant funding to 707 childremdaadults with DD. There are approximately
838 people waiting who have been determined paténgligible and in need of CAPMR/DD
funded services. Additionally, due to the econostatus of Wake County residents, there are
far fewer children eligible for Medicaid than irhetr parts of the state. Additionally most third
party payors do not cover ‘habilitative servicesgating a large number of children with DD
who do not have access to services to addressbeils, including specialized therapies
deemed medically necessary, outside the publicadcystem.

The following areas were the most frequently cgedvices/issues that are not present or are
under capacity in Wake’s current child and adult/DBI service continuum, but does not
present an exhaustive list of areas of need. Aernomprehensive description of service gaps
and needs is available in the Wake County LME M&@09 Community Need and Provider
Capacity Assessment.

* More respite options for families

» Lack of funding availability to obtain necessaryigument

» Sufficient (non-work oriented) Day Activity prograno serve lowest functioning
individuals (sic)

* Adult Day Care options for aging DD population, ideed for seniors with cognitive
limitations

* Residential facilities for people with mild/modezaiBI

* Residential homes to serve DD/TBI consumers witistory of physically acting out

* Retirement services; greater options in the typeRiby activities; many people are
working part-time by choice and need, with limitgations during the rest of the week

» High change over in staff, particularly case mansige
» All geriatric services
* Residential placements for TBI clients

* Nursing facilities for younger individuals with D&nhd multiple medical issues are
needed because they do not do well in regular mgifsicilities if they are too ill for ICF

* Residential services for children

* Semi-independent living opportunities are extrentietyted and those providers are
often challenged with how to provide ongoing, Idegn support when funding only
supports short-term assistance

These needs identified in March 2009 remain currémiddition, the waiting list for DD
services continues to grow while funding remaiagsant or even decreases. There have been
no new CAP/MRDD “slots” allocated in over 18 months
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Western Highlands Network

LME Description: Western Highlands Network is the Local Managenkeniity serving
Buncombe, Henderson, Madison, Mitchell, Polk, Rtftire, Transylvania, and Yancey
counties. Of the 507,000 residents living in thisaa 16% are enrolled in Medicaid. Each county
in the catchment presents a unique challengelitogfiservice gaps. The most populous counties
of Buncombe, Henderson and Rutherfordton are aofixban and rural communities. The less
populated counties of Madison, Mitchell, Polk, T3giwvania and Yancey contain more small
towns and rural areas. The population variatioistadces to be traveled and the terrain of many
counties often make providing and accessing aVailsdrvices very difficult. The Western
Highlands Network needs assessment provides a guidentifying gaps in services and to
revising the strategic plan to improve and expamdises and supports for consumers within the
WHN catchment area. Input was gathered on an ogdmasis from consumers, family members,
providers, and community stakeholders.

LME Needs Assessment MethodWestern Highlands Network compiled its service ggport
from the following sources.

* WHN Contract database

* WHN Provider Profile information

* WHN Endorsement database

* IPRS and Medicaid paid claims data

* WHN Stakeholder Survey

* WHN Provider Survey

* WHN Provider CEO Survey

* WHN Consumer Survey

» System of Care Collaborative meetings

» County Mental Health Coalition meetings
* U.S. Census data

» Mental Health, Substance Abuse, and Developménsability Providers

LME Identified Areas of Need:

The following table details the gaps in serviceslisability: The identification of a particular
service as constituting a gap does not indicatethigaservice is unavailable in all counties. H th
service is needed and unavailable in one or manates in the catchment it is listed once.

Adult MH Drop-in center

IDDT

Cognitive Behavioral Group
Dialectical Behavior Therapy
lliness management Recovery
Psychosocial Rehabilitation
ACTT

Community Support Team
Child MH Residential Txt Level Il
Residential Txt Level IV

Day Treatment
Neuropsychological Testing
Residential Level Il
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Intensive In-Home

Multisystemic Therapy

Alcohol and Drug Testing

Alcohol and Drug Group Counseling
Hourly Respite

Therapeutic Foster Care

Adult SA IDDT

Peer to Peer Group

Housing support

Opioid treatment

SA Halfway house

Cognitive Behavioral Group

Alcohol and Drug Group Counseling
SAIOP

Child SA Family Therapy

SAIOP

Alcohol and Drug Assessment/Testing
Alcohol and Drug Group Counseling
Developmental Disabilities Dialectical Behaviorerapy (DBT)
Psychiatric services

Sex Offender Treatment

In addition to the services listed above, a nee@fmnish, Ukrainian or Russian speaking
providers, translation of materials and interpieteas identified through the Western Highlands
needs assessment process.
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Appendix B: Stakeholder Groups

Coalition for Persons Disabled by Mental lliness

The Coalition for Persons Disabled by Mental llmess formed in 1981. It is composed of
state-wide, non-profit advocacy, consumer, familgl arovider organizations who advocate for
adequate, quality public services for citizens oftN Carolina with mental illness. Member
organizations include:

» Disability Rights of North Carolina

* Mental Health Association of North Carolina

* National Association for Mental Iliness of NorthrGina

* National Association of Social Workers — North Gera Chapter
* North Carolina Council of Community Programs

* North Carolina Mental Health Consumers Organization
* North Carolina Mental Health Providers Council

* North Carolina Nurses Association

* North Carolina Providers Council

* North Carolina Psychiatric Association

* North Carolina Psychological Association

* North Carolina Recreational Therapists Association

CPDMI provided the following full statement to tbévision of MH/DD/SAS:
Housing Statement for CPDMI Gaps Analysis

Background Individuals with mental iliness often have ditflty securing housing, primarily
due to very limited incomes. Studies show that pliog affordable housing for people with
mental illness helps with long-term recovery amdues incidents of crisis, including
hospitalization. North Carolina has a history @bsg partnerships in providing long term
housing to individuals with disabilities, includinige recent “Housing 400" initiatives that have
leveraged state, local and federal funds to aderti@n 1000 units of housing. The problem is
that 1000 units isn’t nearly enough to meet the almanthere are 9,000 people with mental
illness in adult care homes who could live moreepehdently and while discharges from state
hospitals to homeless shelters have decreasedfbeVven one discharge is too many.

Action StepsThe model of Housing 400 is one, which allowsgdeople to live on their own, in
regular neighborhoods, with varying amounts of suppThis is the model people with mental
illness strongly prefer to congregate care faesiti Continue to fund the disability housing
programs which began as the “Housing 400” projeaiugh the Housing Finance Agency with
an annual appropriation of 10 million dollars wéth aim to serve an additional 800 individuals
per year.

Action StepsA second area of housing needing attention isdhpeople with mental illness

who have been placed in family care/adult cardifes not intended to serve their particular
illness. The Supreme Court in NY recently foundlttnis type of wholesale placement is not
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only inappropriate; it is a violation of federahla An expansion of the options provided through
the “Housing 400" program would meet the needs afhynof these individuals who are
inappropriately placed and may in fact present detp themselves and the older population
living in these facilities.

Action StepsWith more than 9,000 people with mental illnes$amily care and adult care
facilities, the state needs to invest in solutiforgesidential services that support independent
living: supported housing (housing with serviceditbn or connected), group homes for people
with mental illness, and independent living witlvsee dollars tied to the housing and person so
those without Medicare or insurance can qualifysfafie stable housing that meets their unique
needs. These needs go beyond the 10m for “Hod€i@gand require the long-term support of
additional service funds of 7 million per year &gin reducing the number of people with
mental illness in adult care home/family care hames

Need for System Integrity-evidence-based, clinically sound services theluohe trauma-
informed care, centers of excellence, peer support

Background Since the beginning, reform has worked to praeathe mental health system and
offer more choices. A consequence, however, has teedecentralize service delivery. In
doing so, a critical component of the system intgdras been weakened.

NC needs a sound clinical evidence based framefrank which to build the system of care and
a funding mechanism that ensures clinical coortngor the consumer—from the hospital to
the community setting. Using SAMHSA's six EviderBased Practices (EBP) as a core menu
of services throughout the state would go a long teaeining in the confusion and chaos. The
six EBPs are: lliness Management and Recoveryp&tgd Employment, Family
Psychoeducation, Assertive Community Treatment (ACTntegrated Treatment for Co-
Occurring Disorders (ITDD), and Medication Manageine

Action StepsEnsure Appropriate Clinical Diagnosis and Treattf@anning

There needs to be an appropriate clinical diagoegirkup so that assessment drives the
treatment plan. The treatment plan must be basexvidence-based services that work and are
needed by the client, not just what is readily Ede. We have lost integrity and coordination in
reform. A treatment team that brings together ywee who is doing treatment, services and
supports is desperately needed.

Action StepsCreate Centers of Excellence

With a foundation in place of core services, addhggcenters of excellence to provide the
consistency of training to providers will also filllarge gap. NC is fortunate to have numerous
outstanding universities and community collegesughout the state that could provide a base
to connect research with practice. These centersdwvork to motivate providers to use
treatments that work, train them to use EBPs, ptechnical assistance to assure fidelity to the
models, and monitor providers in this work.

Action Stepsimprove Consumer Focus, Peer Supports

The most critical piece of a system with integrg&yne that has a consumer focus. Building a
cadre of peer support moves the system closerdmba recovery model. Peer supports provide
the boots on the ground day-to-day assistance somsumers need and is an important part.
This focus on recover must become woven into adatian of services across the state. While
much work and focus has gone into a comprehengksop centered plan, the system lacks in
ensuring these plans are communicated and utilized.
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Action StepsFocus on Trauma-Informed Care

NC is poised to be on a new frontier with regarttéoma and care for our veterans. Due to the
large number of military bases in our state we havepportunity to become a leader in trauma-
informed care. As we begin to more clinically rgoze and embrace the role of trauma in our
service people, we should expand our view of the @btrauma in the day-to-day treatment of
everyone in our public mental health system. tifjigng trauma should be a “universal
precaution,” and there should be recognition tharssumer may need a layered approach to
their plan. With foundational services like ACTCrisis services, and in-patient beds in local
communities, as well as access to clinical cagdl &vels.

Conclusion System integrity is predicated on the idea thiat the system is consistent in all

parts of the state. In order for this to happ@mghmust be a foundation. It is our view that this
foundation be comprised of the six EBPs. Alsora@mmmend the development of at least three
Centers of Excellence in the next three yearsderoto increase the clinical and supervisory
capacity. We recommend one of these centers htraeima care focus in order to meet the
needs of NC veterans and their families.

Supported Employment

Background North Carolina has been a national leader irugeeof supported employment as a
model to assist those with severe disabilitiesg@llaced in an integrative, competitive
employment setting, averaging approximately 1008qgres annually.

The NC Division of Vocational Rehabilitation assiamesponsibility for contracting with
private providers to complete the first stage gmrted employment, the job assessment, job
development, and on the job site training

The second part of supported employment comestageslient has been closed by Vocational
Rehabilitation and is called Long Term Vocationapfort. LTVS services assure that the
initial investment to secure employment pays offresindividual becomes both a long-term
employee and a taxpayer. Funding for LTVS haditicanally been through DMHDDSAS.

Across the state, utilization and authorizatiotooify-term support is based on arbitrary limits
imposed on the limited long-term vocational supmitars in the system and not on best
practice empirical evidence. Inadequate data imgalenders the authorization system less
effective for tracking the need for LTVS across stege.

Action Stepsin order for North Carolina to continue to beeader in the successful use of
Supported Employment as a model for placing ciasith significant disabilities in
competitive employment, there must be a specifit @otected funding stream that is
designated wholly for long term support.

Action StepsAlso, North Carolina needs to continue to lookldest practice ways to administer
long-term support dollars.

Services for Individuals with a Mental lliness andare also Deaf

Background The last budget increase for mental health sesvior the deaf, hard of hearing and
deaf-blind was in 2001, despite the settlementeagemt that was to provide more services and
supports. System reform has had a significant anpa the ability to meet the needs of this
target population. The services for persons wiemantally ill and deaf need to be equitable to
the services available to non-deaf consumers weéhtat illness. They ARE NOT.
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Service Needs/Action Needdaunding is needed to support a group home iredst¢ern part of
North Carolina. There is currently only one growme and it is in the western part of the state.
Mentally ill deaf consumers are more isolated fithweir families due to consolidation of services
in one geographic area.

There is a continuing need for interpreters andi$uio pay for interpreter services.

Funding is needed for continuous training — signgleage instruction, prevention materials, staff
training and broadband connections for video relay.

The program at ECU to teach social workers to wathk the deaf closed due to lack of
enrollees. A program is needed in the centraligoif North Carolina to attract and train
appropriate clinical staff.

There is only one inpatient unit — at BroughtorhisThas made it very difficult for families of
persons who are mentally ill and deaf who do nat in the western part of North Carolina to be
part of the recovery process. Residential senacesieeded in the other regions of the state.

Medication Access

BackgroundMedication must be part of any clinically souydtem of care. With the access to
the most appropriate medication decision being ngddient/consumer choice and physician
input first. Costs, as all advocates believe, estaken into account. With that, a belief that i
someone is new to the diagnosis, and just tryindicagions, that is a good time to try a generic.
But we are opposed to further barriers being eistadd, such as prior authorization
requirements, between the person needing medisatonl getting their needs met. Too much
research has shown that any barrier can be a réasimply not take medications. Medication
compliance is already an issue- and for many geadans; the side effects can be devastating.
But we know medications in combination with supp@mnd therapies really work.

Action StepsA second area of concern is the money to buyetketedications. Compared to

the cost of a day in an institution, even the neagensive of medication becomes small in
comparison. Yet our public support for funded meations for indigent groups has declined

with the economy. Rebuild our psychiatric medwatassistance fund, and help people stay out
of the more expensive hospital setting. Also,remdase in the access or reinstatement of patient
assistance programs through manufactures woulstdasiilies, caregivers, and the
client/consumer in getting the needed medications.

Developmental Disabilities Consortium

The Developmental Disabilities Consortium includegresentatives of individuals with
intellectual and developmental disabilities (I/DEgmily members, I/DD service agencies and
advocacy organizations. Members come togethervocate for the needs of persons with I/DD.

Substance Abuse Federation

The NC Substance Abuse Federation is a consortflsubstance abuse organizations and
groups that promote policies to assure qualityesystof education, prevention, and the
expansion of a continuum of treatment servicedfexevely meet the needs of the substance
abuse population.

Membership is open to designated representativgeoops and organizations that identify with
the mission of the Substance Abuse Federation.nrgi@ons are defined as entities
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incorporated to benefit its dues paying membersu@s are defined as incorporated or
unincorporated entities organized to advocate aratfoise.

State Collaborative for Children and Families

The North Carolina State Collaborative for Childesrd Families, through a System of Care
framework, provides a forum for collaboration, adaoy and action among families, public and
private child and family serving agencies and comityypartners to improve outcomes for all
children, youth and families.
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